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PALATABLE,  TONIC,  LAXATIVE. 

FERRIS  &  CO.’S  PATENT 


CASCARA 


In  boxes  containing  12  tablets, 
Is.  9d.  each,  18s.  per  do z. 


CHOCOLATE 


BONBONS 


Letter  from  Dr.  H.  Ernest 
Trestrail,  M.R.C.P.,  F.R.C.S., 

Physician  to  the  Hospital  for 
Diseases  of  Women. 

“36,  Westbourne  Gardens,  Glasgow,  W., 

“  May  16  th ,  1890. 

“Dr.  Trestrail,  F.R.C.S.,  begs  to  thank  Messrs.  Ferris  &  Co.  for  the 
Cascara  Chocolate  Bonbons,  with  which  he  is  extremely  pleased.  He  has 
ordered  them  for  several  patients,  and  finds  their  action,  although  mild,  most 
efficient  and  satisfactory  in  every  way.  They  give  great  relief  as  an  habitual 
aperient  in  cases  of  sluggish  liver,  especially  when  accompanied  by  internal 
or  external  haemorrhoids,  and  for  children  they  are  a  perfect  godsend.” 

FERRIS  &  COMPY.’S 


EMPLASTRUM 
BELLADONNAS 


Price, 
7s.  per  lb. 


We  beg  respectfully  to  draw  attention  to  the 
following  unsolicited  testimonial  recently  received: — 


This  application  is  prepared 
with  alcoholic  extract  of  Bella¬ 
donna,  Collodion,  and  Camphor. 
It  arrests  the  mammarysecretion, 
and  is  of  great 
service  in  acute 
affections  of  the 
breasts. 

FLUSDUM 

“Dear  Sirs, —  “  April  2J+th,  1890. 

“Kindly  send  me  by  return  of  post  1  lb.  of  your  ‘  Emp.  Bellad.  Fluid.’ 
It  is  now  two  months  since  your  representative  introduced  this  preparation 
to  my  notice,  and  I  can  speak  highly  of  it. 

“  It  is  cleaner  than  Glycerine  of  Belladonna,  and  more  easy  of  applica¬ 
tion,  and  I  have  used  it  in  (1)  threatened  suppuration  of  the  breast,  (2)  in 
inflamed  cervical  glands,  (3)  in  inflamed  varicose  veins,  (4)  in  painting  the 
abdomen  for  the  distressing  tympanitis  of  advanced  liver  disease,  with  the 
best  results. 

,  L.K.Q.C.P.,  Ireland  ;  M.R.C.S.,  Eng.  ;  L,M.  Rot.  Hosp.,  Dublin. 


Si 


“  Messrs.  Ferris  &  Co. 


D 


SOLE  MANUFACTURERS  : 


FERRIS  &  COMPY,,  BRISTOL, 

5  affilljolcsalr  anlr  ISrport  Urttggists. 


FIVE  PRIZE  MEDALS 


Advertisements — Braithwaite  s  Retrospect.  i 

Discussion  on  Recently  Introduced  Hypnotics  and 

Analgesics. 

(Section  of  Pharmacology  and  Therapeutics ,  British  Medical  Association 

Annual  Meeting,  18S9.J 

After  reviewing  the  action  and  utility  of  the  newer  sleep-producing  agents, 
Daniel  John  Leech,  M  J).,iF.fLC.P. ,  said  : — 

“When  sleeplessness  is  due  to  pairr,  "there  can  be'no  do^ibt  that  no  other 
hypnotic  approaches  Opium  m  value,  and  in  such«ases  it  has  always 
appeared  to  me  that  the  possible :^vils  Consequent  upon  the  adminis¬ 
tration  of  Opium  are  minimised. 

“  After  Opium,  though  at  a  long  interval,  pomes  Chloral,  which 
undoubtedly  at  times  relieves  pain,  and  below  Chloral  in  efficacy 

come  the  other  hypnotics . In  cardiac  affections 

accompanied  by  sleeplessness,  Opium  stands  out  prominently  as  the 
best  soporific,  especially  when  given  in  the  form  of  subcutaneous 
injections.  ” 


The  Safest  and  Best  Preparation  of  Opium. 


PRODUCES  NEITHER  HEADACHE,  SICKNESS,  NOR  CONSTIPATION. 


Dose  :  The  same  as  that  of  Tinctura  Opii,  B.P. 


In  spite  of  the  large  number  of  “  new  hypnotics”  which  have  been  recently  introduced 
and  recommended,  some  of  them  very  highly,  to  the  notice  of  the  medical  profession, 
[Nepenthe  still  holds  its  position  as  the  hypnotic  and  sedative  par  excellence;  it  is  con* 
Btantly  increasing  in  favour,  and  the  sale  is  larger  now  than  it  ever  was. 


PREPARED  EXCLUSIVELY  FROM  OPIUM. 


NEPENTHE,  double  strength,  and  GLYCEROLE  OF  NEPENTHE  (eight  times 
the  single  strength),  for  Hypodermic  use. 


SOLE  MANUFACTURERS  : 

FERRIS  &  COMPY.,  BRISTOL, 

astljolesale  anh  iEaport  JBruggtsts. 


FIVE  PRIZE  MEDALS  AWARDED, 

-  -  .  -  ,  ■  i  —■  ,  ■■ 

NOTICE.  — M essrs.  FERRIS  &  GO.  are  the  ONLY  Manufacturers  of  Nepenthe,  ancl 
medical  gentlemen  are  especially  cautioned  against  using  any  preparation  which 
does  not  hear  their  name  and  label. 

Nepenthe  is  registered  under  the  Trade  Marks  Act ,  and  protected  by  a  fac-simile  of 
f  signature  pasted  over  each  cork,  and,  is  sent  out  in  bottles  bearing  a  label  in  white 
\  letters  upon  a  green  ground. 

Two  pounds  Nepenthe,  or  one  pound  Nepenthe  and  three  pounds  Ferris 
&  Co’s  Syrup  of  Chloral,  forwarded  to  any  member  of  the  Medical  Profession, 
Carriage  free,  on  reeeipt  of  postal  order  for  Sixteen  Shillings. 


h 
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DSTIErW  MODEL. 


REMINGTON 


TYPEWRITER 


For  Fifteen  Years  the  Standard,  and  to  day  the  most 
perfect  development  of  the  Writing  Machine,  embodying  the 
latest  and  highest  achievements  of  inventive  and  mechanical 
skill.  We  add  to  the  Remington  every  improvement  that  study 
and  capital  can  secure. 


WRITE  FOR  FULL  INFORMATION, 


WYCKOFF,  SEAMANS  &  BENEDICT, 

tOO,  Gracechurch  Street, 


LONDON,  E.O* 
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ESTABLISHED  1848. 

~5b^d»mham 

%ifc  Hssurance  Society 

ST.  MILDRED’S  HOUSE, 

POULTRY,  LONDON,  E.C. 

ASSETS  EXCEED  -  -  <£4,400,000 

ANNUAL  INCOME  EXCEEDS  -  <£780,000 

PAYMENTS  TO  POLICY¬ 
HOLDERS  EXCEED  -  -  <£9,000,000 

This  Society  offers  unusual  advantages  to  intending 
Assurers. '  Its  tables  are  popular  and  easily  understood. 
Its  Policies  are  amongst  the  most  liberal  offered  to  the 
public,  and  are  FREE  FROM  ALL  UNNECESSARY 
RESTRICTIONS.  The  Society  is  strong,  is  well  and 
favourably  known,  deal  liberally  with  its  assured,  is  doing 
a  large  business,  and  fully  merits  the  confidence  it  enjoys. 

RATES  OF  PREMIUM  VERY  MODERATE. 

POLICIES  INDISPUTABLE  AFTER  FIVE  YEARS. 

Annuities  of  all  kinds  granted.  Rates  fixed  on  the 
most  favourable  terms.  Loans  granted  on  security 
of  Freehold,  Copyhold,  and  Leasehold  property, 
and  upon  Life  Interests  and  Reversions. 

THOMAS  6.  ACKLAHD,  F.I.A.,  F.S.S.,  Actuary  and  Manager. 

JAMES  H.  SCOTT,  Secretary. 
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iv. 

LEWIS’S  RECENT  PUBLICATIONS. 

Robert’s  Theory  and  Practice  of  Medicine.  Eighth.  Edition.  2J.r, 
Gruber’s  Diseases  of  the  Ear,  by  Law.  Coloured  Elates.  24 s. 

Crookshank’s  Manual  of  Bacteriology.  Third  Edition.  Coloured 
Plates.  2,1s. 

Gould’s  New  Medical  Dictionary.  ]G.r. 

Swanzy’s  Diseases  of  the  Eye.  Third  Edition.  Illustrations.  l(b.  Gd 
Crookshank’s  History  and  Pathology  of  Vaccination.  Two  Vols.  36^. 
Edis’s  Sterility  in  Women.  6x. 

Hill’s  Chro  nic  Urethritis.  Coloured  Plates.  3j\  Gd. 

Watson’s  Diseases  of  the  Nose.  Second  Edition.  Plates ,  etc.  12.r.  Gd. 
Suckling’s  Treatment  of  Diseases  of  the  Nervous  System.  7s.  Gd. 
Bigelow’s  Gynaecological  Electro-Therapeutics.  8s.  6 d. 

Fothergill’s  The  Town  Dweller,  His  needs  and  his  wants.  3^.  6d. 
Kerr’s  Inebriety.  Second  Edition.  12 ?.  6d. 

Macfarlane’s  Insomnia,  and  its  Therapeutics.  12j\  6 d. 

Murrell’s  Massotherapeutics.  Tilth  Edition.  4 s.  6 d. 

Powell’s  Diseases  of  the  Lungs.  Third  Edition.  16.r. 

Schmiegelow’s  Asthma.  4s.  Gd. 

Skene’s  Diseases  of  Women.  28.r. 

Murrell’s  What  to  do  in  Cases  of  Poisoning.  Sixth  Edition.  3.r.  Gd. 
Carter’s  Elements  of  Medicine.  Sixth  Edition.  9j. 

Ringer’s  Handbook  of  Therapeutics.  Tiuclfth  Edition ,  15^. 

Money’s  Students’  Text-Book  of  Medicine.  6.y.  6d. 

Burt’s  Exploration  of  the  Chest.  Illustrated.  6x. 

Parkes’  (Louis)  Hygiene  and  Public  Health.  Second  Edition.  9*. 
Crocker’s  Treatise  on  Diseases  of  the  Skin.  Illustrated.  21.?. 
Lewers’  Text-Book  of  Diseases  of  Women.  Second  Edition.  9 s. 
Windle’s  Handbook  of  Surface  Anatomy.  Woodcuts.  3j.  Gd. 
Colman’s  Section  Cutting  and  Staining.  3.?. 

Barrett’s  Dental  Surgery  for  Students.  Second  Edition.  3?.  Gd. 

Hill  and  Cooper’s  Students’  Manual  of  Venereal  Diseases.  Fourth 

Edition.  2s.  Gd. 

Lusk’s  Midwifery.  7  bird  Edition.  Copiously  Illustrated.  18x. 
Strumpell’s  Text-Book  of  Medicine.  Illustrations.  28s. 

Money’s  Disease  in  Children.  Second  Edition.  Plates.  Kb.  6 d. 
Stimson’s  Operative  Surgery.  Second  Edition.  Illustrated.  l(b.  Gd. 
Hill’s  Essentials  of  Bandaging.  Sixth  Edition.  Illustrations.  5s. 
Ralfe’s  Diseases  of  the  Kidney.  Wood  Engravings.  Kb.  Gd. 

Ball’s  Diseases  of  the  Nose.  Gs. 

Complete  Catalogue  of  H.  K.  lewis' s  Publications  post  free. 

LONDON:  H.  K.  LEWIS,  136,  GOWER  STREET,  W.C. 
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The  New__Sydenham  Society. 

President :— Sir  JAMBS  PAGET,  Bart.,  F.R.S. 

Treasurer:— W.  SEDGWICK  SAUNDERS,  M.D.,  F.S  A. 

Hon.  Secretary:—  JONATHAN  HUTCHINSON,  Esq.,  F.R.S. 

ANNUAL  SUBSCRIPTION,  ONE  GUINEA. 

New  and  Important  Works  forming  part  of  the  Series  for  1890. 

Micro-Organisms,  with  Special  Deference  to  the  Etiology  of  the  Infec¬ 
tious  Diseases. — By  Dr.  C.  Flugge,  O.O.  Professor  and  Director  of 
the  Hygienic  Institute  at  Gottingen.  Translated  by  W.  Watson 
Cheyne,  M.B.,  Surgeon  to  King’s  College  Hospital. 

“  This  volume  forms  an  important  addition  to  English  medical  literature,  Flugge's 
book  being  justly  considered  one  of  the  best  standard  text-books.” — British  Medical 
Journal. 

Lectures  on  General  Pathology.  By  Julius  Cohnheim.  Translated 
from  the  Second  German  Edition  by  A.  B.  McKee,  M.B.  Vol.  III. 
Completing  the  work. 

The  Series  for  1889. 

Charcot’s  Diseases  of  the  Nervous  System.  Yol.  III. 

Atlas  of  Pathology.  Fasciculus  VII. 

Cohnheim’s  Lectures  on  General  Pathology.  Vol.  II. 

Lexicon  of  Medicine.  Part  XVI. 

Henock’s  Diseases  of  Children.  Vol.  II. 

%*  Arrangements  are  made  for  vein  subscribers  to  complete  works  in  progress 

on  liberal  terms. 


SPECIAL  NOTICE  TO  NEW  MEMBERS.— Gtntlemen  joining  now  and  paying 
Four  Guineas  may  secure  the  whole  oi  the  works  issued  for  the  years  1"83,  1S89,  and 
1890,  and  those  for  1891  as  issued,  ami  they  will  be  presented  with  One  Guinea’s  worth 
of  works,  which  they  may  select  from  the  Surplus  List. 

The  Annual  Report,  List  of  Works,  and  Surplus  Volumes,  and  all  other  information, 
may  be  obtained  from  the  Society’s  Agent 

MR.  LEWIS,  136,  GOWER  STREET,  LONDON,  W.C. 


LEWIS’S 

MEDICAL  AND  SCIENTIFIC  LIBRARY. 

ANNUAL  SUBSCRIPTIONS  FROM  ONE  GUINEA. 


The  Library  includes  all  the  standard  works  and  current  literature  in  Med’cine. 
Surgery,  Anatomy,  Physiology,  Hygiene,  Obstetrics,  and  other  branches  of  Medical  and 
Surgical  Science  ;  and  all  works  of  importance  in  Chemistry,  Botany,  Geology,  Natural 
Philosophy,  Zoology,  Astronomy,  P.-ychology,  Philosophy,  Sociology,  &c.,  Ac.  All 
New  Works  and  New  Editions  are  added  to  the  Library,  and  are  available 
immediately  on  publication. 

REVISED  CATALOGUE ,  WITH  CLASSIFIED  INDEX  OF  SUBJECTS , 

Price  to  Subscribers,  2s. ;  to  Non-subscribers,  5s. 

TO  BOOK  CLUBS : — Specially  advantageous  terms  are  arranged  with  the  Medical 
Societies  in  connection  with  the  London  and  Provincial  Hospitals,  and  for  Medical' 
Societies  and  Book  Clubs  throughout  the  country  generally. 

Detailed  Prospectus  post-free  on  Application. 

H.  K.  LEWIS,  136,  GOWER  STREET,  LONDON,  W.C. 
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The  attention  of  Advertisers  is  called  to  the  great  advantages 
of  “  Braithwaite’s  Retrospect”  as  an  Advertising 
Medium,  viz. : — Permanency,  Moderate  Rate  of  Charges, 
and  Extensive  Circulation.  All  Applications  to  be  made 

to  Mr.  A.  P.  Watt,  2,  Paternoster  Square,  London, 
E.C. 


STOMACH  LAVAGE  APPARATUS  for  Pyrosis,  7/6. 

PHCENIX  CLINICAL  THERMOMETERS,  4/-;  with  Lens  Front,  6/6. 

COCAINE  CONES  for  pruritus  and  irritable  skin,  suggested  by  Mr.  Norman 
Porritt.  In  portable  cases,  1/- ;  10/-  doz. 

J  COCAINE  WEDGES  for  obstetric  use,  designed  by  Wm.  Hall,  Esq.  Containing 
1  grain  cocaine,  3/-  doz. 

ASTHMA  FUMIGATING  POWDER,  from  the  formula  published  by  Mr.  W.  H. 
Beverle?.  Safer  and  much  cheaper  than  the  nostrums.  Tins,  1/-  and  2/-,  or  3/4  per  lb. 

SALUFER  CUBES  (Silico-Fluoride  of  Sodium)  a  non-toxic  antiseptic  for  Surgical 
Dressings,  and  for  cleansing  the  hands  of  operative  surgeons.  Portable  boxes,  1/-  each. 
Store  boxes  of  12  doz.,  5/-. 

THE  UNIVERSAL  BANDAGE  WINDER,  for  surgeons,  nurses,  and  ambulance  classes. 
In  box,  2/6  each. 

MEDICAL  GALVANIC  BATTERIES  AND  WATER  BEDS  LENT  ON  HIRE. 


REYNOLDS  &  BRANSON,  Wholesale  Pharmacists,  13,  Briggate,  LEEDS. 


THE  ASGKEPIAD. 

A  book  of  Original  Observation  and  Research  in  the  Science,  Art 
and  Literature  of  Medicine,  and  of  the  allied  Sciences. 


By  BENJAMIN  WARD  RICHARDSON \  M.D. ,  F.R.S. 

The  “  Asclepiad  ”  is  published  quarterly,  in  parts  of  100  pages  each.  Price  2s.  6d<  post  free. 
It  is  also  publisbedin  Yearly  Volumes  of  4  parts,  handsomely  bound.  Price  12s.6J. each  vol. 

Each  Number  of  the  “  Asclepiad  ”  contains  ; — 

1. — A  Clinical  Essay. 

2.  -An  Essay  relating  to  Public  Health  or  some  collateral  medical  subject. 
3 — Opuscula  Practica — a  series  of  brevities  on  practical  subjects. 

4. — The  Life  of  one  of  the  distinguished  men  of  the  past  in  Medicine  or 
allied  Science.  (IVitk, 7  Portrait.') 

6.— A  record  or  abstract  of  original  research,  experimental  and  practical. 
6. — Contemporary  Literature — Reviews  of  some  of  the  best  current  works 
in  Medicine  and  applied  Science. 

The  Volume  of  the  “  Asclepiad  ”  for  1889  contains  a  series  of  original  articles  on  the 
Synthesis  of  Disease  and  Vital  Zymo-is.  The  Volume  for  1890  contains  a  series  of 
original  reports  on  Nitrite  of  Amyl,  and  on  Anaesthetics  of  the  Methyl  and  Ethyl  type. 


Subscriptions  for  the  “  Asclepiad’'  payable  in  advance,  for  the  year,  10s.,  should  be  sent 

to  the  Publishers. 

Advertisements  to  Mr.  A.  P.  Watt,  2,  Paternoster  Square. 

London  :  LONGMANS,  GREEN  &  CO.,  39,  Paternoster  Row. 
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DOWN  BROS/  SPECIALITIES. 


IMPROVED  SPECULUM  SET. 

Suggested  by  W.  D.  Spanton,  F.R.C.S.,  of  Hanley. 


The  Instruments  consist  of  Uterine  Sound  and  Retractor, 
Silver  Sponge  Holder,  Silver  Caustic  Case  with  Palladium 
Quill,  Scarifying  Knife,  and  Playfair’s  Probe  wilh  Aluminium 
end. 

Price  complete  in  Case}  with  medium  sized  Fergusson' s  Web 

covered  Speculum ,  37/6  ; 

or  if  with  two  sizes  of  Spcculums,  4 l/6. 


DCTWHST  BROS., 

Surgical  3nstrument  manufacturers, 

5  &  7,  St.  Thomas’s  Street,  LONDON,  S.E- 

(OPPOSITE  GUY'S  HOSPITAL.) 


Telegraphic  Address:— DOWN,  LONDON.  Registered  throughout  the  World. 
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ROWNTREE’S 

ELECT  COCOA 


SE 
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^Cocoa-Woik*. 
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The  “ELECT”  COCOA  is  characterized  toy 
Extraordinary  Strength  and  by  a  Refresh¬ 
ing  and  Delightful  Taste  and  Aroma. 


Can  be  made  in  a  moment. 

Is  extremely  soluble  and  digestible. 

Is  ECONOMICAL — one  pound  makes  over 
120  cups  of  strong  and  delicious  cocoa. 

The  “  Lancet  ”  says — Strong  and  pure.  .Free  from  Acrid  Taste. 

“  British  Medical  Journal  ” — One  of  the  best ....  Flavour  and 
Aroma  are  good. 

“Medical  Press” — Certainly  of  a  delicate  flavotu.  .perfectly 
soluble. 

“  Medical  Annual,”  1889 — Possesses  an  unusual  degree  of 
solubility,  a  full  aroma,  and  is  free  from  that  acridity 
which  such  highly  concentrated  extracts  usually  possess. 

Highly  commended  by  other  Journals  and  many  influential 
members  of  the  Profession. 

Put  up  in  1-lb.,  j \-/b.,  and  \-lb.  tins  (as  illustration)  and  in 

6d.  square  tins. 


THE  COCOA  WORKS,  YORK,  ENGLAND. 
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UNIVERSITY  OF  EDINBURGH. 


FACULTY  OF  MEDICINE. — WINTER  SESSION. 

The  Winter  Session  commences  in  October. 


Materia  Medica,  Prof.  T.  R.  Fraser,  M.D. 
Chemistry —  Prof.  Crum  Brown. 

Surgery —  Prof.  Churn0,  M  D. 

Institutes  of  Medicine  or  Physiology- 
Prof.  Rutherford,  M.D. 
Midwifery  and  Diseases  of  Women  and 
Children—  Prof.  Simpson,  M.D. 

Clinical  Surgery  (Mon.  and  Th.) — 

Prof.  Annandale,  M.D. 
Practice  of  Physic — 

Prof.  Grainger  Stewart,  M.D. 


Clinical  Medicine  (Tu.  and  Fr.) — 
Professors  Grainger  Stewart,  Fraser, 
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“  A  Cocoa  possessing  valuable  flesh-forming  qualities,  and  imparting  strength  and 
staying  power.”— Health. 

The  Editor  of  the  Medical  Annual,  after  a  careful  examination  of  Cadbury's 
Cocoa,  pronounces  it  to  be  both  a  food  and  a  beverage  of  the  highest  quality. 

Cadbury’s  Cocoa. — Always  alike  in  quality.  Absolutely  Pure. —  The  Analyst . 
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GENERAL  MEDICINE  AND  THERAPEUTICS. 

BROMIDE  OF  POTASSIUM  AS  A  HYPNOTIC. 

The  wide-spread  idea  that  bromides  exert  a  hypnotic  action  seems 
to  me  erroneous.  Any  one  of  us  might  take  an  ounce  of  bromide 
of  sodium  this  evening  without  influencing  our  sleep  ;  the  sedative 
effect  would  be  manifest  in  the  next  day  or  two.  The  basis  of  the 
notion  that  bromides  are  hypnotic  is  in  the  fact  that  their  continued 
use  m  full  doses  develops  a  dull,  stupid,  and  even  semi-comatose  condi¬ 
tion;  but  this  I  believe  to  be  utterly  different  from  true  sleep  and  to  be 
due  to  a  profound  alteration  m  the  constitution  of  the  cortical  grey 
substance.  A  proof  of  this  (apart  from  differences  in  the  phenomena 
themselves)  is  afforded  by  the  after-effects.  If  we  cease  giving  a 
tiue  ^narcotic,  the  next  night  the  patient  is  wide  awake  again;  but 
after  ceasing  full  doses  ot  bromides  a  week  or  two  must  elapse 
pef 01  e  the  patients  cerebral  condition  becomes  normal.  Besides 
insomnia,  there  are  two  affections  for  which  bromides  are  recklessly 
used  and  with  injurious  effects.  _  I  refer  to  mental  diseases  (melan¬ 
cholia,  mama,  deliria  of  toxic  origin)  and  hysteria.  Every 
symptom  m  melancholia  speaks  against  bromides,  and  calls  for  ton¬ 
ics,  stimulants,  and  occasionally  true  narcotics.  Even  in  apparently 
sthemc  mama  the  ultimate  effect  is  not  good.  Under  the  influence 
of  these  salts  the  various  symptoms  of  hysteria  (neuralgia,  spasmodic 
attacks,  paralysis,  and  emotional  disturbances)  are  aggravated  So 
true  is  this  that  m  some  rare  cases  where  a  doubt  exists  as  to 
whether  convulsions  are  epileptic  or  hysterical,  a  trial  of  bromides 
will  greatly  help  settling  the  diagnosis.  (Dr.  E.  0.  Seguin,  p.  144.) 

HLORAL  HYDRATE. — Poisoning  by. 

The  symptoms  of  acute  poisoning  by  chloral  hydrate  are,  briefly 
profound  coma,  great  muscular  relaxation,  apoplectic  breathing  and 
flushing  of  the  face  and  neck,  with  intermissions  of  pallor  ^The 
eyes  are^ usually  rolled  upwards,  as  under  chloroform,  and  at  inter¬ 
vals,  as  impressions  of  motion  are  made  on  the  surface  of  the  body 
there  is  muscular  tremor,  which  may  pass  into  convulsion.  In  time 
the  extremities  become  cold,  and  the  bronchial  surfaces  become 
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charged  with  frothy  mucus,  which  greatly  impedes  the  breathing 
and  hastens  the  final  result — hydrops  bronchialis. 

The  chronic  symptoms  of  chloral  poisoning  are :  sleeplessness, 
unless  the  narcotic  be  taken  in  very  large  doses ;  great  mental 
irritability  and  muscular  prostration;  uncertainty  of  movement, 
with  tendency  to  fall  forward ;  caprice  of  appetite  and  frequent 
nausea.  In  some  cases  there  is  injection  of  the  conjunctivse,  and  in 
other  cases  yellowness.  The  urine,  in  extreme  cases,  contains 
albumen,  and  the  bowels  are  commonly  constipated,  the  evacuations 
being  white  and  hard.  Chloral  hydrate  does  not  produce  the 
ecstatic  dream  or  delirium  caused  by  opium  or  haschish ;  on  the 
contrary,  it  causes,  through  all  the  stages  of  its  action,  a  sense 
rather  of  depression  than  of  elevation  of  mental  faculty. 

Continued  for  a  long  time,  the  symptoms  from  chloral  approach 
very  near  to  those  of  purpura,  without,  however,  being  attended 
with  loss  of  blood.  The  body  becomes  emaciated ;  the  breath 
becomes  not  only  ethereal,  but  heavy  and  almost  offensive  ;  and  the 
surface  of  the  body  becomes  covered,  on  the  back  and  on  the  fore 
part  of  the  chest  especially,  with  patches  of  purpuric  rash,  the  spots 
of  which,  large  as  the  ordinary  purpuric,  are,  however,  not  so  dark, 
but  are  reddish-brown  in  colour,  approaching  somewhat  to  the 
copper  hue  of  the  syphilitic  eruption.  On  withdrawal  of  the 
chloral  the  rash,  I  believe,  always  subsides  after  a  time,  but  I  have 
known  six  weeks  elapse  before  it  has  disappeared. 

The  craving  for  chloral  after  it  has  been  withdrawn  is  neither 
so  intense  nor  so  lasting  as  that  for  alcohol,  opium,  and  morphia, 
and  no  such  terrible  symptoms  occur  as  those  witnessed  on  the 
withdrawal  of  alcohol,  opium,  or  morphia.  The  reason  of  this 
difference  arises,  I  have  no  doubt,  from  the  circumstance  that  the 
chloral  hydrate  is,  comparatively,  an  unstable  compound.  It  is 
decomposed  in  the  body  into  chloroform  and  formate  of  soda,  each 
of  which  is  disposed  of  readily ;  the  first  as  a  diffusible  vapour,  the 
second  as  a  diffusible  salt  which  quickly  dialyses  by  the  kidney. 
Hence  there  is  no  firm  combination  of  a  foreign  organic  substance 
with  the  nervous  structures,  no  condensation,  and  no  new  combina¬ 
tion.  (Dr.  B.  W.  Richardson,  The  Asclepiad,  No.  27,  vol,  vi.  p.  243. 
See  also  in  same  journal  an  article  on  the  Doses  of  Chloral.) 

CHLQRALXMIDE. 

M.  Choay  has  succeeded,  in  collaboration  withM.  Behai,  in  preparing 
a  chemical  compound  which  is  destined,  perhaps,  to  replace  chloral 
hydrate.  This  body  is  choralimide,  whith  answers  to  the  formula 
CC13  CH  NH.  It  crystallises  in  long  needles,  and  is  colourless, 
odourless,  and  tasteless.  It  is  insoluble  in  water,  but  soluble 
in  alcohol,  ether,  chloroform,  and  fatty  matters.  Chloralimide  must 
not  be  confounded  with  the  other  new  hypnotic  chloralamide, 
which  has  improperly  received  this  name,  for  chemically  speaking 


S\  NOPSIS  Medicine  and  Therapeutics.  j 

!;s_  ,"1?h!°ral  foramide.”  M.  Choay  considers  that  the  activity  of 
lalimide  will  surpass  that  of  chloralamide,  seeing-  that  for  equal 

rermanenf  T6hTret  f  lo,rof®m-.  dt  has  disagreeable  taste  and  is 
Sao T  w,hlIe  cliloralamide  is  decomposed  by  a  temperature  of 

Journal,  May  17, V*  U6l7“  “  Chl0ral  (British  Medical 

CHRONIC  ARTICULAR  RHEUMATISM. -Piloearpin  in. 

forPf  Jnp  b/^nH0C^’ in  -he  International *  Klinische  Rundschau 

of  tip  J’nT  ’  C1  S  -atfcef 10n  t0  a  measure  which  he  claims  to  be 
ottne  utmost  value  in  the  treatment  of  chronic  rheumatism 

-  bout  ten  years  ago,  Dr.  Column  Korda  called  attention  to  the  use 

pilocarpine  in  cases  of  chronic  articular  rheumatism,  but  his 

statements  appear  to  have  attracted  no  attention,  and  we  have  met 

—Tb  1CRtl0n  °n  6  S-ijeCt  u.ntilDr-Hocbhalt  published  the 
lesultb  of  his  experience.  Pilocarpine,  as  is  well  known,  produces 

f  ^  increase  the  secretion  of  the  salivary  and  sweat  glands,  and 

nr^d.ims  SnfCl1  iUcreas?.  m  tissue-change  that  organized  exudation 
products  of  inflammation  are  dissolved,  and  results  of  retrograde 
tissue  metamorphosis  are  eliminated.  As  an  illustration  of  the 
truth  of  these  statements,  it  is  only  necessary  to  recall  the  value  of 
pilocarpine  m  ophthalmological  practice,  as  in  cases  of  opacity  of 
the  vitreous  humour,  or  m  intis  or  irido-choroiditis,  where  It  is 

I^diseasesTf^h6^^  “  ™movirf.  the  products  of  inflammation. 
In  diseases  of  tile  internal  ear  and  m  severe  types  of  syphilis  and 

m  dropsy  of  renal  origin,  it  has  recently  beeh  recoZ  nded  bv 

Von  Ziemssen  and  Senator.  Dr.  Hochtalt  describes  a  case  of 

chronic  articular  rheumatism,  which  seems  to  show  that  the  use  of 

pilocarpine  is  capable,  to  certain  extent,  of  relieving  the  less  intense 

form  of  connective-tissue  contraction,  and  to  a  certain  extent  of 

restonng  the  use  of  an  affected  joint.  Of  course,  where  the  joints 

ifhln  'n<l  d°Wn  h7  "1  cent. raetiired  muscles,  or  where  the  bone 
itself  has  become  affected,  but  little  may  be  expected,  though  the 
veiy  fact  that  m  certain  cases  relief  may  follow  the  use  of  pilocar¬ 
pine  is  to  he  regarded  as  an  important  addition  to  our  therapeutic 

measures.  (Therapeutic  Gazette,  July  15,  p.  461.)  P 

jODEINE  as  a  narcotic. 

meudST^R  t0  tquiet  abdomil?al  Pain>  codeine  has  been  recom- 
ended  by  Brunton,  and  m  a  short  paper  by  Dr.  G.  Kolber  ( Wiener 

Nu°'  12i’  18f0)’ its  uae  is  adTO“ted  as  a  sub¬ 
stitute  for  morphine  m  tubercular  disease  of  the  lungs  and  larynx 

It  has  the  advantage  over  the  usual  substitutes  for  morphine— 

such  as  the  extract  of  hvoscyamus,  extract  of  cannabis  indica,  and 

drawbacks6111^  “T®  r!?la*1?  in  lts.  actl0n>  aad  without  some  of  their 
drawbacks.  Systematic  trials  with  codeine  were  make  on  more 

Th h!,!venty  Patlents  Of  various  ages  for  a  considerable  period. 
The  dose  was  from  one-half  to  two-thirds  of  a  grain,  or  from  1 
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grain  and  two-thirds  to  two  and  a  half  grains  daily.  It  is,  how¬ 
ever,  better  to  give  large  single  doses  than  small  and  more  frequent 
ones ;  for  example,  half  a  grain  morning  and  evening  is  more 
effectual  than  a  grain  and  a  half  in  small  divided  doses  throughout 
the  day.  In  some  debilitated  patients  doses  of  half  a  grain  caused 
vertigo  and  mental  dulness ;  when  the  dose  was  reduced  these 
symptoms  disappeared.  With  very  weak  subjects  it  is  well  to  be¬ 
gin  with  smaller  doses  than  half  a  grain.  It  also  has  the  advantage 
over  morphine  of  being  less  constipating,  though  there  are  cases,  as 
tubercular  disease  of  the  intestines,  where  it  is  desirable  to  check 
the  diarrhoea  with  opium.  When  used  in  bronchial  catarrh  the 
patients  expectorated  more  easily  and  less  frequently.  In  simple 
chronic  laryngitis  morphine  was  found  to  be  more  reliable  than 
codeine.  In  spite  of  the  many  desirable  qualities  possessed  by 
codeine,  it  is,  of  course,  less  reliable  in  its  action  than  morphine,  but 
in  many  cases  will  answer  as  an  excellent  substitute  for  the  stronger 
alkaloid.  It  is,  however,  more  expensive.  (American  Journal 
of  the  Medical  Sciences,  July,  p.  72.) 

ENTERIC  FEVER  AND  DIARRHCE  A. -Hydronaphthol  fop. 

I  have  generally  prescribed  in  it  gelatin  capsules  or  simply 
suspended  in  milk,  but  it  would  probably  be  equally  efficacious 
given  in  pill  form,  coated  with  keratin.  As  to  the  dose,  2  to  & 
grains  every  2  hours  is  sufficient ;  in  diarrhoea  after  the  first  3  to  6 
doses  it  may  be  given  every  3  or  4  hours,  provided  the  effect 
is  maintained.  For  children  under  1  year  the  dose  is  \  grain,, 
to  older  children  f  gr.  to  1  gr.  every  hour  or  every  2  hours,  or  less 
often  according  to  circumstances.  Five  cases  of  typhoid  fever  were 
treated  with  hydronaphthol ;  all  did  well,  though  two  of  the  cases 
were  severe  and  prolonged.  The  diarrhoea  was  very  severe  on 
admission  in  the  two  latter,  but  stopped  soon  after  we  gave 
hydronaphthol.  In  one  case  11  stools  were  passed  on  the  day  of 
admission,  10  on  the  next  day  when  the  remedy  was  first  taken,  and 
there  was  no  further  trouble  from  diarrhoea  afterwards.  In  two 
other  cases  the  diarrhoea  was  at  once  checked,  in  one  after  2  doses 
had  been  taken,  and  in  all  it  was  noticed  that  the  stools,  of  which 
the  odour  had  previously  been  highly  offensive,  lost  this.  This  was 
also  noticeable  in  the  breath.  Nausea  was  troublesome  in  two  of 
the  patients,  so  that  in  one,  as  the  diarrhoea  had  stopped,  the  hydro¬ 
naphthol  was  discontinued  ;  in  future  by  taking  the  precautions 
advised  above  I  think  this  complication  might  be  prevented.  It  is 
best  to  begin  with  gr.  iij  or  even  gr.  iv  every  2  hours  in  cases 
of  enteric  fever,  and  when  the  diarrhoea  is  checked,  to  give  the 
same  dose  every  3  hours  during  the  whole  period  of  pyrexia.  Its 
beneficial  effects  in  enteric  fever  led  me  to  give  hydronaphthol  in 
diarrhoeas  of  various  origin.  I  think  it  will  be  found  a  valuable 
remedy  in  the  diarrhoea  of  children — with  green-coloured  stools 
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—so  prevalent  in  late  summer  and  early  autumn.  I  have  not  had 
the  opportunity  of  trying  it  on  an  extended  scale,  hut  of  six 
€ases  in  which  I  prescribed  a  dose  of  from  1  to  2  grains  every 
2  hours,  in  two  the  diarrhoea  stopped  within  12  hours,  in  three 
others  it  had  stopped  entirely  in  36,  and  practically  in  24  hours. 
In  the  other  case  it  failed.  These  cases  were  not  of  the  very  severe 
type  that  one  sees  in  children  of  the  poor  during  the  late  summer, 
but  they  show  that  the  remedy  has  a  marked  effect  on  the  disease. 
After  administering  hydronaphthol  for  24  hours,  or  until  the  first 
stage  is  passed,  a  small  dose  of  Dover’s  powder,  regulated  according 
to  #  the  patient’s  age,  might  be  added  with  advantage.  (Dr.  f. 
Mitchell  Clarke,  Bristol  General  Hospital,  Practitioner,  July,  p.  o.) 

ETHEREAL  TINCTURE  OF  CAPSICUM  AS  A  RUBEFACIENT. 

I  am  finding  excellent  results  in  practice  by  the  use  of  some 
preparations  of  capsicum  as  rubefacient  counter-irritants.  In  my 
hands  this  old  remedy,  red  pepper,  has  been  successful  as  a  local 
application  in  cases  of  subacute  gout,  in  chronic  gout,  in  chronic 
articular  rheumatism,  in  muscular  rheumatism,  and  also  in  some 
cases  of  bronchial  catarrh  and  chronic  bronchitis.  After  some  con¬ 
sideration  and  observation  upon  the  subject,  I  decided  to  employ 
an  ethereal  tincture  of  the  drug,  and  I  asked  Messrs.  Southall  to 
make  a  new  tincture  of  capsicum  of  the  strength  of  the  alcoholic 
tincture  of  the  Pharmacopoeia,  but  made  with  officinal  pure  ether 
instead  of  with  rectified  spirit  of  wine.  After  some  satisfactory  use 
of  this  ethereal  tincture  in  my  own  experience  as  a  physician  I  now 
venture  to  recommend  the  remedy  to  my  brethren.  I  find  an 
ethereal  tincture  of  capsicum,  by  reason  of  the  comparatively  rapid 
■evaporation  of  its  ether,  can  be  used  more  freely  than  an  alcoholic 
tincture  as  an  application  to  the  skin.  Furthermore,  I  think  the 
solvent  action  of  ether  upon  the  sebaceous  secretion  of  the  skin 
makes  ether  a  menstruum  preferable  to  alcohol  for  drugs  designed 
to  affect  the  cutaneous  surfaces,  or  to  produce  therapeutic  effect 
through  the  skin.  If  a  little  ethereal  tincture  of  capsicum  be 
gently  rubbed  upon  the  back  of  a  hand,  it  will  produce  a  feeling  of 
warmth,  with  some  sensation  of  burning  and  pricking,  in  about  a 
minute’s  time,  together  with  an  irregular  and  patchy  hyperaemic 
redness,  which  may  last  some  hours.  If  the  tincture  of  capsicum 
be  used  as  a  rubefacient  in  the  form  of  a  liniment,  an  oily  admix¬ 
ture  gives  frictionability,  and  an  equal  part  of  some  bland  fixed  oil 
may  be  added.  Solution  of  ammonia  or  oil  of  turpentine,  or  both 
of  them,  in  such  a  liniment  are  good  adjuvants  if  a  sharply  rube¬ 
facient  effect  be  desired.  An  excellent  and  powerful  rubefacient 
liniment  may  be  made  of  equal  parts  of  ethereal  tincture  of 
capsicum,  liquor  ammoniae,  oleum  terebinthinae,  and  oleum  lini. 
The  ethereal  tincture  may  also  be  applied  to  the  skin  upon  spongio- 
piline.  (Sir  James  Sawyer,  M.D.,  Lancet,  May  17,  p.  1067.) 
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ETHEREAL  TINCTURE  OF  MENTHOL  AS  A  LOCAL 
ANESTHETIC. 

To  form  an  ethereal  tincture  of  menthol  I  have,  after  many  experi¬ 
ments,  fixed  upon  a  solution  of  menthol  in  pure  ether,  of  the 
strength  of  one  drachm  of  menthol  in  a  fluid  ounce  of  the  solution. 
This  preparation  can  he  readily  applied  as  a  paint  to  the  skin,  and 
it  is  an  efficient  means  of  using  menthol  for  its  local  therapeutic 
effects,  especially  for  the  removal  of  superficial  neuralgic  pains. 
It  should  be  lightly  painted  over  the  painful  part.  The  quick  evap¬ 
oration  of  the  ether  gives  a  grateful  sense  of  coldness  which  supple¬ 
ments  the  analgesic  action  of  the  menthol,  and  allows  the  easy  appli¬ 
cation  of  a  succession  of  coats,  which  leave  pure  menthol  in  a  finely 
divided  condition  upon  the  skin.  For  the  application  of  ethereal 
tincture  of  menthol  I  have  found  it  best  to  use  a  brush  of  glass. 
When  the  meshes  of  the  brush  become  clogged  with  menthol  by 
the  evaporation  of  the  ether  of  the  preparation,  they  can  be  freed 
in  a  moment  by  dipping  the  brush  into  the  tincture.  Messrs. 
Southall  have  given  me  much  assistance  in  my  experiments  and 
inquiries.  (Sir  James  Sawyer,  M.D.,  Lancet,  July  12,  p.  67.) 

GRAVES’S  DISEASE.— Tremor  in. 

If  a  patient  the  subject  of  this  disease  hold  out  his  hands,  a  tremor 
in  them  is  very  perceptible,  consisting  of  vibratory  movements  of 
small  amplitude,  and  with  a  period  of  about  one-eighth  or  one-nintli 
of  a  second.  It  is  exactly  the  same  tremor  which  is  noticed  when  the 
muscles  are  over-fatigued.  The  tremor  is  a  communicated  one, 
affecting  not  the  fingers  individually,  but  the  whole  extremity,  and 
sometimes  the  whole  body,  so  that  it  may  be  observed  in  the  lower 
extremity  as  well  as  in  the  upper.  It  usually  affects  both  sides  of 
the  body ;  but  in  some  cases  it  is  limited  to,  or  is  very  much  more 
marked  in,  one  extremity.  Besides  this  tremor,  which  is  more  or 
less  insensible,  the  patients  generally  suffer  from  attacks  of  tremb¬ 
ling,  either  with  or  without  palpitation,  which  attacks  bear  the  same 
relation  to  the  tremor  that  the  palpitation  does  to  the  rapid  cardiac 
action.  The  tremor  is  generally  more  obvious  when  the  patient  is 
flurried,  and  sometimes  may  be  noticed  only  under  such  conditions. 
It  is  much  more  perceptible  when  the  patient  is  sitting  up  than 
when  lying  down.  It,  as  a  rule,  only  interferes  with  the  more 
delicate  movements  of  the  hand,  such  as  writing  or  sewing,  such  an 
operation  as  carrying  a  cup  to  the  lips  being  performed  perfectly 
steadily.  I  have  found  this  symptom  a  most  valuable  assistance  to 
diagnosis,  and  it  has  generally  first  attracted  my  attention  to  the 
nature  of  the  malady  in  the  absence  of  exophthalmos.  I  have  not 
yet  met  with  a  case  in  which  it  has  been  altogether  absent. 
(Dr.  H.  W.  G.  Mackenzie,  Lancet,  Sept.  13,  p.  544). 

[An  article  on  the  “  Clinical  History  of  Graves’s  Disease,”  by 
Dr.  J.  Bussell  Reynolds,  will  be  found  at  p.  134  of  this  volume.] 
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GRAVES’S  DISEASE.— Treatment. 

Charcot  m  a  recent  lecture  says  the  malady  is  one  of  those  which 
finds  us  prepared  for  battle.  We  are,  indeed,  able  to  attack  it  with 
many  weapons,  but  only  with  a  measure  of  success,  as  the  protracted 
cases  and  the  fatal  cases  show.  A  great  many  drills  have  been 
recommended  of  which  the  principal  are  digitalis,  belladonna,  iron, 
arsenic,  and  the  bromides.  .  As  regards  digitalis,  1  have  found  some 
patients  very  intolerant  of  it,  while  others  seem  really  benefited  by 
it.  Most  patients  appear  to  benefit  from  belladonna,  of  which  I 
geneially  give  ten  minims  of  the  tincture  three  times  a  day.  Iron 
alone  there  is  good  reason  to  believe  is  not  beneficial,  while  arsenic 
is  found  useful.  Some  cases,  especially  the  more  restless,  are  soothed 
and  quieted  by  bromides.  Iodine  internally  in  any  form  has  aggra- 
vated.many  cases  of  the  malady,  although  rare  cases  have  benefited 
Irom  it.  I  wo  cases  of  recovery  were  treated  with  belladonna,  but 
one  of  them  also  had  galvanism.  The  other  case  of  recovery  I  know 
of  had  only  a  fortnight’s  treatment,  and  that  was  galvanism.  Gal¬ 
vanism  has  been  used  in  the  treatment  of  the  disease  for  fully  twenty 
years,  and  it  was  applied  to  the  neck  with  the  idea  of  galvanising 
the  sympathetic.  Faradisation  has  been  found  to  give  much  better 
results  by  Vigouroux..  He  recommends  the  positive  Dole,  a  large 
electrode  2|  in.  to  3  m.  in  diameter,.  to  be  kept  applied  to  the  nape 

i  *  1ieC  1  ^urin§’  application.  The  negative  pole,  a  small 

electrode  about  j  in.  m  diameter,  is  then  applied  to  the  carotid  at 
the  angle  of  the  jaw  first  on  one  side,  then  on  the  other,  for  about  a 
minute  and  a  half.  IN  ext  the  eyelids  receive  attention.  The  small 
electrode  is  then  replaced  by  a  plate  1|  in.  in  diameter,  which  is 
applied  immediately  above  the  sternum  to  faradise  the  goitre. 
Tin  ally ,  the  current  is  reversed  and  the  latter  electrode  is  placed 
over  the  third  left  intercostal  space,  to  faradise  the  heart.  The 
whole  lasts  ten  or  twelve  minutes.  It  must  be  done  at  least  every 
other  day  I'he  results  of  this  treatment  are  said  to  be  extremelV 
good.  I  have,  only  had  one  opportunity  of  trying  it,  and  I  cannot 
say  that  any  improvement  resulted.  The  few  cases  I  have  seen 
treated  with  galvanism  to  the  neck  have,  I  think,  benefited.  Hydro¬ 
pathic  treatment  has,  since  Trousseau’s  time,  been  held  in  much 
esteem  in  France,  but  I  have  no  personal  knowledge  of  its  results, 
.besides  these  more  or  less  elaborate  therapeutic  measures,  there  are 
simpler  remedies,  which  all  are  agreed  are  of  great  power,  and  these 
are  change  of  air,  change  of  scene,  and  change  of  habits.  The  sea¬ 
side  or  mountain  air  has  brought  about  more  rapid  recoveries  than 
any  other  means.  At  least  one  recovery  is  attributed  to  a  sea  voyage, 
lea,  coffee,  tobacco,  and  alcohol,  except  in  great  moderation,  it  is 
needless,  to  say,  are  contraindicated.  It  must  be  remembered,  how¬ 
ever  that  many  cases  are  most  intractable.  The  benefit  which 
results  from  leeching  or  bleeding  during  attacks  of  dvspnoea  should 
be  borne  m  mind,  as  m  Trousseau’s  case,  which  I  have  already  men- 
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tioned.  In  cases  where  the  goitre  threatens  life  by  suffocation  the 
question  of  operation  arises.  Lister  removed  the  bulk  of  the  tumour 
in  such  a  case  in  1877.  There  was  alleviation  of  all  the  symptoms 
within  a  few  weeks,  and  the  patient,  who  was  still  alive  in  1887, 
then  presented  few  signs  of  her  former  malady.  Tiilaux  claims  to 
have  operated  wdth  great  success  in  two  cases,  but  there  seems  to  be  a 
doubt  as  to  whether  they  were  really  cases  of  Graves’  disease.  In 
a  case  in  St.  Thomas’s  Hospital,  in  which  Sidney  Jones  removed  the 
isthmus,  there  was  only  transitory  relief,  and  the  patient  died  within 
a  month  or  two  of  the  operation  from  cardiac  disease.  The  opera¬ 
tion  is  confessedly  a  dangerous  one,  and  could  only  be  recommended 
when  life  was  already  deemed  sufficiently  in  danger.  (Dr.  H.  W. 
G.  Mackenzie,  Lancet,  Sept.  20,  p.  603.) 

I0DISM.—  Acute  (Edema  of  the  Glottis  in. 

An  important  contribution  to  the  Therapeutische  Monatsh .,  March, 
1890,  is  made  by  Dr.  A.  Groenow,  of  Breslau,  on  a  rare  form  of 
iodism  with  acute  oedema  of  the  glottis.  In  all  he  refers  to  nine 
cases  ;  two  are  from  his  own  practice,  the  remainder  are  reported  by 
Foerster,  Fournier,  Fenwick,  and  Malachowski.  On  reviewing 
these  several  cases  the  author  draws  the  following  conclusions: 
1.  That  the  oedema,  which,  is  sudden  in  its  arising,  takes  place  early 
in  the  administration  of  the  drug,  generally  within  twenty-four  to 
forty-eight  hours ;  and  that  its  intensity  may  be  such  as  to  call 
for  tracheotomy.  2.  That  the  quantity  requisite  to  call  forth  the 
symptoms  varies  from  the  lower  limit  of  3  grains  upwards  ;  in  one 
case,  though  there  were  slight  throat  symptoms  earlier,  yet  it  was 
not  till  the  sixth  day,  when  about  200  grains  had  been  taken  in  all, 
that  severe  dyspnoea  set  in.  3.  That  other  symptoms  of  iodism 
may  be  quite  absent.  4.  That  ^the  cause  of  these  exceptional 
effects  is  not  the  presence  of  impurities  (iodates),  but  that  the  pure 
drug  is  alone  sufficient.  5.  That  local  laryngeal  affections  could 
not  be  shown  to  be  present  and  to  have  predisposed  the  part  to  the 
cedematous  outbreak.  G.  That  the  phenomena  must  be  explained 
by  the  word  idiosyncrasy.  7.  That  in  some  cases  the  idiosyncrasy 
persists,  but  that  in  others  it  rapidly  disappears,  the  patient  be¬ 
coming  tolerant  of  the  drug.  The  author  lays  stress  on  the  fact 
that  it  is  during  the  early  part  of  an  iodide  course  that  this  trouble 
is  most  likely  to  arise,  and  that  watchfulness  during  this  stage 
may  avert  a  dangerous  complication.  (British  Medical  Journal, 
May  10,  p.  1089.) 

MORVAN’S  DISEASE.— Analgesic  Paralysis,  with  Whitlows 
on  the  Superior  Extremities. 

Dr.  Morvan,  who  is  a  physician  practising  at  Lanilis,  in  Brittany, 
described  in  the  Gazette  Hebdomadaire  for  1883  what  he  called 
<e  Analgesic  Paralysis,  with  Whitlows  on  the  Superior  Extremities,” 
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When  bis  first  patient,  a  man,  came  before  him,  before  opening-  the 
abscess  he  told  him  not  to  flinch,  and  to  his  great  surprise  he 
found  that  the  man  did  not  move  in  the  slightest,  because  he  had 
not  felt  the  knife.  Morvan  and  others  have  published  several  other 
cases  in  French  journals,  and  Jiirgensen  has  described  one  in  the 
Berl.  Min.  Woch.,  1889.  Charcot  has  collected  all  these  references 
in  an  article  in  Le  Progres  Medical ,  15th  March,  1890.  It  appears 
that  the  chief  features  of  the  disease  are,  first,  pain  in  the  fingers, 
and  then  paralysis  with  wasting  of  the  muscles,  first  of  the  hand  and 
subsequently  of  the  forearm  :  the  pain  passes  away,  and  is  suc¬ 
ceeded  by  anaesthesia  and  analgesia,  then  indolent  abscesses  appear 
scattered  about  on  the  hand  and  forearm.  The  last  stage  is  necrosis 
and  sloughing  of  the  bones  and  soft  parts,  especially  of  the  hand. 
The  temperature  of  the  affected  parts  is  low.  The  disease  begins 
sometimes  in  one  hand,  sometimes  in  another,  but  it  always  soon 
becomes  symmetrical  in  the  hands  and  forearms.  It  is  extremely 
slovr  in  its  progress.  Some  of  the  patients  have  remained  under 
observation  for  twenty  years.  No  means  of  arresting  its  progress 
is  known.  It  has  to  be  distinguished  from  Raynaud’s  disease,  from 
that  form  of  scleroderma  which  affects  the  hands  symmetrically, 
and  from  leprosy,  but  the  diagnosis  from  all  these  is  easy. 
Morvan’s  disease,  however,  much  resembles  the  condition  produced 
by  some  forms  of  syringomyelia  and  the  resemblance  is  the  more 
close  because  cavities  in  the  spinal  cord  are  much  more  frequent 
in  the  cervical  region  than  elsewhere.  In  syringomyelia  the  mus¬ 
cular  atrophy  is  more  marked  and  more  extensive  than  in 
Morvan’s  disease.  The  disturbances  of  sensibility  are  more  widely 
distributed  in  the  former,  but  ail  are  not  equally  lost,  for  the 
patient  may  feel  pain  but  cannot  distinguish  between  hot  and 
cold  objects,  and,  lastly,  in  syringomyelia  any  trophic  disturbance 
may  occur;  the  presence  of  abscesses  is  accidental,  but  it  is 
characteristic  of  Morvan’s  disease.  (British  Medical  Journal, 
March  29,  p.  735.) 

PERCHLORIDE  OF  MERCURY  PELLETS. 

Although  not  perhaps  as  fully  appreciated  as  they  deserve,  the 
convenience  and  value  of  perchloride  of  mercury  in  the  form  of 
pellets  for  making  antiseptic  solutions  of  different  strength  are  so 
great  that  I  wish  to  bring  to  notice  a  preparation  in  which  equal 
parts  of  perchloride  of  mercury  and  chloride  of  sodium  form  one 
pellet,  each  containing  about  four  grains  and  a  half  of  the  per¬ 
chloride  ;  these  dissolve  in  a  pint  of  warm  water  in  about  three 
minutes,  thus  forming  a  solution  of  1  in  2000.  The  advantages 
that  I  claim  for  this  form  of  pellet — namely,  the  combination  with 
chloride  of  sodium  instead  of  the  usual  chloride  of  ammonium — 
are :  (1)  That  solutions  of  perchloride  and  chloride  of  sodium  with 
hard  water  containing  lime  do  not  turn  milky,  or  throw  down  a 
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precipitate  of  probably  oxychloride  of  mercury,  as  is  often  the  case 
with  solutions  made  with  the  double  salt  of  ammonium  chloride  and 
mercury  after  standing1  a  short  time.  This  is  important,  as  it  is 
often  impossible  in  private  practice  to  obtain  distilled  water,  and  a 
solution  so  precipitated  loses  much  of  its  antiseptic  value.  (2)  The 
solution  is  neutral  and  not  acid,  as  in  the  case  of  the  ammonium 
salt  ;  moreover,  chloride  of  sodium  is  a  natural  constituent  of  the 
blood  serum  and  other  fluids  of  the  body.  The  perchloride  of  mer¬ 
cury  alone,  and  the  ammonio-chloride  and  the  sodium  salt,  all 
precipitate  albumen,  and  consequently  throw  down  a  milky  precipi¬ 
tate  when  in  contact  with  serum  in  wounds ;  the  addition  of  a  little 
free  acid  will  redissolve  this,  and  it  would  thus  appear  at  first  as  if 
the  acidity  of  the  ammonium  salt  would  be  here  of  value,  but  it  is 
not  so,  the  ammonium  salt  precipitating  equally  with  the  others. 
Moreover,  the  above  advantages  apply  also  in  the  case  of  strong 
standard  solutions  of  perchloride  and  the  liq.  hyd.  perchloridi  of 
the  Pharmacopoeia,  which  is  practically  a  solution  of  a  double  salt 
of  ammonium  chloride  and  perchloride  of  mercury  of  the  strength 
of  1  in  1000.  Although  it  is  no  doubt  necessary  to  use  some 
salt,  such  as  the  ammonium  chloride,  to  prevent  the  perchloride  of 
mercury  from  decomposing  into  calomel  and  free  HOI,  which  it 
would  do  if  used  alone  in  solution,  and  also  for  the  purpose  of 
increasing  the  solubility  of  the  perchloride  in  strong  solutions,  yet 
it  seems  to  me  that  both  these  objects  are  equally  obtained  by  using 
the  sodium  chloride  salt,  and,  moreover,  without  the  disadvantages 
of  the  milky  precipitate  when  dispensing  with  ordinary  non-distilled 
water,  or  the  crystallisation  and  deposit  round  the  stopper  of  the 
bottle,  which  occur  with  strong  solutions  of  the  ammonium  salt. 
In  fact,  it  would  seem  desirable  that  the  Pharmacopoeial  prepara¬ 
tions  should  be  made  with  chloride  of  sodium  and  not  of  ammonium. 
(Mr.  C.  T.  Bond,  F.R.C.S.,  Leicester ;  Lancet,  July  12,  p.  72.) 

SCARLATINAL  NEPHRITIS.— Etiology  and  Clinieal  Aspects. 

(The  following  summary  is  appended  to  an  instructive  paper  in  the 
Guy’s  Hospital  Reports,  vol.  xxxi.,  1889,  by  Dr.  E.  W.  Goodall.) 
As  far  as  the  experience  gained  at  the  London  Fever  Hospital 
during  the  years  1879  to  1888  is  concerned,  scarlatinal  nephritis 
occurs  in  8*7  of  all  cases  of  scarlet  fever  admitted  ;  is  more  common 
in  males  than  in  females  ;  is  more  common  in  children  of  from  five 
to  nine  years ;  is  fatal  in  6‘93  per  cent,  of  the  total  number  of  cases 
of  nephritis ;  is  more  fatal  in  males  than  in  females  ;  is  most  fatal 
in  children  under  five  years  of  age  ;  varies  in  frequency  and  sever¬ 
ity  in  different  years  ;  does  not  depend  upon  the  number  of  patients 
in  the  hospital  at  the  same  time ;  is  most  commonly  to  be  looked 
for  towards  the  end  of  the  third  or  at  the  beginning  of  fourth  week; 
usually  arises  suddenly  but  sometimes  gradually  ;  is  very  variable 
in  its  duration,  occasionally  becoming  chronic ;  in  half  the  cases  of 
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nephritis  is  accompanied  by  some  other  sequel  of  scarlet  fever  ;  is- 
usually  unaccompanied  by  marked  anasarca  except  in  neglected 
cases  ;  may  be  followed  in  its  onset  by  acute  cardiac  dilatation,, 
which  may  be  the  immediate  cause  of  death  (Dr.  Goodhart),  but 
from  which  there  may  be  recovery;  and  most  frequently  occurs 
in  the  children  of  the  poor  and  in  those  previously  unhealthy. 
(Guy’s  Hospital  Deports,  1889,  p.  115.) 

SEA  SICKNESS.— Kola  Nut  in. 

The  successful  treatment  of  sea-sickness  which  surgeons  afloat  have 
so  much  to  do  with,  and  which  generally  they  are  unable  effectively 
to  alleviate,  must  prove  my  excuse  for  bringing  before  the  profes¬ 
sion  the  curative  effect  of  kola  ( Sterculia  acuminata)  in  this 
affection.  In  the  few  cases  which  I  have  lately  had  to  deal  with, 
I  have  found  the  internal  administration  of  the  seed  of  the  kola  a 
most  successful  remedy.  Half  to  one  drachm  of  the  seed 
chewed  slowly  was  followed,  in  about  forty  minutes,  by  complete 
cessation  of  the  various  symptoms  of  mal  de  mer ;  the  depression,, 
vomiting,  and  giddiness  disappeared ;  the  heart’s  action  regulated 
and  strengthened,  and  a  confidence  in  heavy  weather  that  my 
cases  never  before  experienced  during  the  many  years  they  have 
served  in  the  Royal  Navy,  and  had  tried  the  usual  remedies  pre¬ 
scribed  by  their  advisers.  At  present,  no  means  of  preventing  sea¬ 
sickness  in  those  susceptible  of  it  is  known  ;  and  I  venture  to  believe 
that  in  kola,  or  its  alkaloid,  we  have  one,  and  that  a  larger 
trial  of  this  drug  will  tend  to  support  my  opinion.  From  its  well- 
known  sustaining  and  invigorating  properties  during  fatigue,  for 
which  it  is  daily  used  by  the  natives  on  the  West  Coast  of  Africa 
and  the  Soudan,  its  action  in  sea-sickness  seems  to  be  the  giving 
tone  to  the  nervous  system,  proving  a  stimulant — acting  generally 
and  locally.  As  a  good  deal  of  attention  is  now  directed  to  this 
drug,  it  would  be  advantageous  if  for  future  trials  pharmaceutical 
chemists  would  give  us  a  neater,  more  portable,  and  efficient 
preparation  than  the  kola  seed,  which  seems  reliable  only  when 
freshly  procured.  (Charles  W.  Hamilton,  Surgeon  R.N.,  British 
Medical  Journal,  May  10,  p.  1067.) 

STERILIZATION  OF  MILK. 

The  method  of  sterilizing,  as  between  boiling  and  steaming,  is 
a  point  of  some  interest.  Prolonged  boiling  of  milk,  while  destroy¬ 
ing  the  germs,  produces  other  changes,  such  as  the  formation  of 
a  scum  in  contact  witli  air,  consisting  of  coagulated  albumin  with  a 
small  modicum  of  fat.  According  to  Dr.  Townsend,  boiling  expels 
about  three  per  cent,  of  C02,  N  and  O,  which  may  explain  the  flat 
taste  of  milk  so  heated.  Sterilization  by  steam  appears  to  be  more 
thorough  and  complete  than  that  effected  by  boiling  in  water.  For 
the  past  year,  Dr.  Chapin  has  used  the  11  Arnold  ”  steam  cooker, 
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with  much  satisfaction.  The  printed  circulars  advise  that  the 
milk  he  heated  from  30  to  45  minutes.  This  is  too  short  a  time  ; 
fully  an  hour  and  a  half  is  needed  to  keep  milk  sweet  for  any  length 
of  time.  Dr.  Chapin’s  experiments  showed  that  the  prolonged  heat 
necessary  for  thorough  sterilization  has  a  tendency  to  cause  the 
coagulation  of  the  casein  to  take  place  in  smaller  clots  and  thus 
more  closely  resemble  that  of  mother’s  milk.  (Dr.  Henry  D. 
Chapin,  p.  215 ;  and  American  Journal,  Aug.,  p.  207.) 

STERILIZED  MILK. 

In  boiling  milk  we  have  a  certain  means  of  destroying  any  pathogenic 
microbes,  and  if  performed  before  putrefactive  processes,  including 
souring,  have  commenced,  of  delaying  these  for  a  time.  But  the 
question  whether  the  chemical,  or  rather,  physical,  changes  effected 
by  boiling  have  any  influence  on  its  digestibility,  is  an  important 
one  in  its  bearings  on  infant-feeding.  Some  medical  men  advise 
that  milk  should  always  be  boiled  as  a  precaution  against  infection, 
and  with  a  view  to  keeping  it  longer  sweet ;  others  are  under  the 
impression  that  its  digestibility  is  impaired.  We  believe  that  such 
fears  are  absolutely  groundless,  for  heat,  alone  doe3  not  coagulate 
the  casein,  which  is  the  least  digestible  constituent :  it  throws  up  a 
film  of  coagulated  serum-albumen,  which  entangles  some  of  the  fat 
globules,  and,  perhaps,  a  little  of  the  casein,  but  beyond  the  altera¬ 
tion  in  the  flavour,  which  we  need  not  take  into  account  with  infants, 
the  only  other  change  is  that  the  casein  when  brought  into  contact 
with  the  gastric  secretion  forms  a  finer  and  more  flocculent  curd — 
a  decided  advantage.  This  we  believe  to  be  the  reason  why  the 
best  Swiss  condensed  milk  agrees  so  well  with  young  infants,  espe¬ 
cially  those  with  more  feeble  digestions,  resembling  in  this  respect 
physically,  though  not  chemically,  that  of  the  human  female,  and 
more  than  compensating  for  the  excess  of  sugar.  Milk  sterilized  by 
Soxhlet’s  process — i>e.,  fresh  milk  poured  into  flasks,  exposed  to  heat 
in  a  steam  or  water  bath,  and  corked  while  in  a  state  of  ebullition — 
has  been  employed  with  the  best  results  for  infants ;  and  Scherff’s 
milk,  in  tins  hermetically  sealed  while  boiling,  has  found  a  ready 
sale  on  yachts  and  ocean  steamers,  but  the  cost  precludes  its  general 
use  apart  from  the  drawback  of  the  change  in  flavour.  Pasteur  pro¬ 
posed  heating  the  milk  to  140°  or  176°  F.,  and  then  cooling  it  down 
to  46.5°  F.,  the  higher  temperature  being  fatal  to  most  fermentive 
microbes,  and  the  cooling  intended  to  avoid  the  multiplication  while 
the  milk  retained  its  warmth  of  any  that  might  have  escaped. 
Thiel’s  apparatus  is  the  best  for  this  purpose.  It  consists  of  a  copper 
cylinder  with  corrugated  sides,  a  draw-off  pipe  and  cock  at  the  bot¬ 
tom,  and  a  cover  above.  This  is  enclosed  in  a  sheet-iron  cylinder, 
leaving  an  inter-space  about  five  centimetres  (two  inches)  wide,  and 
the  whole  encased  in  wood  to  hinder  the  loss  of  heat.  Steam  from 
a  boiler  is  turned  on  into  the  space  between  the  copper  and  iron 
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cylinders,  and  the  temperature  regulated  as  indicated  by  a  ther¬ 
mometer.  The  milk  is  run  down  the  inner  corrugated  surface  of  the* 
copper  in  a  thin  him,  as  in  the  refrigerators  in  general  use  in  this 
country,  and  conducted  thence  to  a  cooling  apparatus  constructed  on 
the  same  plan.  The  volume  of  milk  admitted  can  be  controlled, 
but  its  downward  flow  cannot,  of  course,  be  retarded,  and  any  desired 
prolongation  of  heating  must  be  effected  by  retaining  the  milk  in 
the  apparatus.  Dr.  Bitter  experimented  with  20  quarts  of  market 
milk  at  a  time,  varying  the  flow  from  a  quart  in  40  seconds  to  100 
seconds,  and  keeping  the  temperature  of  the  outflow  at  158°  or 
167°  F.  The  results  were  encouraging,  in  so  far  that  the  milk  kept 
sweet  at  least  thirty  hours  longer  than  samples  of  the  same  not 
so  treated;  but  while  a  temperature  of  167°  F.  did  not  wholly 
sterilize  it,  one  of  158°  F.  altered  the  taste  perceptibly,  and  con¬ 
sequently  the  process  has  not  found  favour  with  dairy  farmers  or 
dealers.  Indeed,  Dr.  Bitter  thinks  that  it  would  be  an  error  to 
accustom  the  public  to  the  boiled  taste,  as  it  would  tend  to  open  a 
door  to  other  forms  of  falsification.  Pasteurized  milk  kept  twice  as 
long  when  the  churns  or  cans  were  also  sterilized  by  steam.  But 
while  the  complete  sterilizing  of  milk  on  a  large  scale  is  obviously 
impracticable,  the  simple  process  of  chilling  it  as  soon  as  possible  by 
means  of  a  refrigerator,  of  which  Lawrence’s  is  the  best,  has  a 
remarkable  effect  in  delaying  the  souring.  It  is  insisted  on  by  all 
the  large  dairy  companies  in  London,  who  obtain  their  supplies  from 
the  country  at  distances  of  one  hundred  miles,  or  even  more.  Such 
milk  remains  unchanged  for  at  least  twenty-four  hours  longer  than 
that  from  even  the  best  dairies  round  London  which  has  not  been 
chilled,  and  in  which  the  early  rising  of  the  cream,  the  first  indica¬ 
tion  of  change,  is  commonly  mistaken  for  greater  richness.  Ther 
agitation  of  milk  run  still  warm  into  the  churns,  and  transported 
from  some  distance  by  road  or  rail,  is  well  known  in  the  trade  to 
cause  rapid  deterioration,  but  an  extreme  instance  of  this  which 
occurred  in  America  when  all  the  residents  in  a  hotel  who  partook 
of  the  evening  “meal”  suffered  violent  purging,  vomiting,  and  even 
collapse,  while  those  wrho  had  taken  the  morning’s  milk  only  did  not, 
showed  that  other  changes  than  that  of  souring  may  be  thus  set  up. 
The  milk  in  question  had  been  conveyed  eight  miles  along  a  rough 
road  in  the  hottest  hours  of  the  day  in  an  exceptionally  hot  season, 
and  Professor  Vaughan  detected  in  it  the  alkaloid  that  he  had 
originally  discovered  in  some  similarly  poisonous  cheese,  and  had 
consequently  named  tyrotoxine,  supposing  it  to  have  been  formed  by 
some  mould  in  the  process  of  ripening.  (American  Jour.,  July,  p.  107.) 

[A  descriptive  account  of  the  Arnold  Steam  Sterilizer  for 
sterilizing  milk,  by  Dr.  Cheesman,  of  New  York,  with  woodcut 
illustration,  will  be  found  in  vol.  100  of  the  Retrospect ,  page  205 ; 
also  an  article  by  Dr.  E.  P.  Davis  on  Milk  Sterilization,  &c.,  at 
page  198  of  the  same  volume.] 
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rSUBCUTANEOUS  INJECTION  OF  WATER  AND  ITS 
THERAPEUTIC  USES. 

Professor  Sahli,  of  Berne,  has  just  published  a  paper  in  which  he 
forcibly  draws  attention  to  a  simple  method  of  rapid  and  safe  intro¬ 
duction  of  large  quantities  of  water  into  the  system.  The  method  con¬ 
sists  in  the  subcutaneous  injection  of  a  sterilized  blood- warm  physio¬ 
logical  saline  solution  (that  is,  a  0*73  per  cent,  solution  of  chloride 
of  sodium)  by  means  of  a  large  Erlenmeyer’s  flask,  with  an  elastic 
tube  and  a  hollow  needle  as  thick  as  a  knitting  needle.  As  much 
as  one  litre  of  the  solution  can  be  easily  injected  m  from  five  to 
fifteen  minutes.  If  necessary,  the  procedure  may  be  safely  repeated 
four  or  five  times  a  day.  The  best  situation  for  injection  is  the 
anterior  abdominal  wall.  On  each  occasion  the  skin  should  pre¬ 
viously  be  thoroughly  washed  with  soap  and  corrosive  sublimate, 
and  the  puncture  subsequently  sealed  with  aseptic  cotton-wool  and 
collodion.  Under  such  precautions  not  the  slightest  signs  of  any 
local  reaction  are  ever  observed.  In  some  patients,  especially  in  th  ose 
with  flabby  abdominal  integuments,  the  procedure  causes  but  trifling 
pain ;  in  very  sensitive  or  restless  persons,  however,  general  anaes¬ 
thesia  is  advisable. 

Results  of  Injection. — The  effects  of  the  injections  are  thought  to 
be  as  follows  :  1.  Under  certain  conditions  they  thoroughly  wash  out 
the  patient’s  system  by  inducing  profuse  diuresis  accompanied  by  a 
strikingly  increased  elimination  of  solid  constituents  of  the  urine. 
.2.  They  dilute  the  body  juices  and  poisonous  substances  present 
therein.  8.  They  furnish  the  necessary  water  supply  to  dehydrated 
tissues.  4.  They  aid  the  filling  up  of  blood  vessels,  and  thus  raise 
an  unduly  lowered  arterial  tension.  Such  subcutaneous  injection 
of  water  is  indicated  :  1.  In  cases  of  uraemia,  complicating  the  course 
of  either  acute  or  chronic  nephritis,  where  the  injection  of  a  litre  of 
the  solution  once  or  twice  daily  is,  as  a  rule,  rapidly  followed  by  a 
striking  abatement  of  all  symptoms.  The  best  results,  however,  are 
frequently  obtained  when  the  injections  are  combined  with  the 
internal  administration  of  digitalis.  2.  In  the  “  typhoid  ”  state, 
where  frequently  even  after  the  very  first  injection  delirium  ceases, 
the  pulse  becomes  stronger  and  fuller,  the  tongue  moister,  etc.  3. 
In  Asiatic  cholera,  cholera  nostras,  infantile  diarrhoea.  4.  In  pois¬ 
oning  by  any  toxic  substances,  but  especially  by  those  which  are 
liable  to  be  eliminated  from  the  organisms  through  the  kidneys,  o. 
In  cases  where  an  internal  use  of  water  should  be  avoided  (in  order 
to  secure  physiological  rest  of  the  gastro-intestinal  tract; — for  in¬ 
stance,  in  cases  of  perforation  of  the  stomach  or  bowel,  peritonitis, 
ileus,  etc.  6.  In  cases  of  acute  anaemia  from  hemorrhage.  The 
method  is  contraindicated  (1)  in  cases  of  incipient  or  expected 
pulmonary  oedema;  and  (2)  in  the  presence  of  severe  dropsy. 
(Communication  from  the  Swiss  Special  Correspondent  of  the  British 
Medical  Journal,  Sept.  20,  p.  703.) 
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SUGAR  IN  PATHOLOGICAL  EFFUSIONS. 

Dr.  W.  B.  Ransom  draws  the  following  as  the  chief  conclusions  pointed 
to,  though  not  definitely  proven,  in  this  paper : — 1.  Ascitic  fluids 
probably  always  contain  sugar,  usually  not  less  than  OT  per  cent. 
When  due  to  portal  obstruction  the  amount  is  greater — the  average 
of  nine  cases  being  0T5  per  cent. — and  increases  when  sugar  is 
given  as  food.  This  fact  supports  the  view  that  sugar  is  normally 
absorbed  by  the  portal  vein  and  not  by  the  lacteals.  2.  Ovarian 
fluid  contains  no  or  only  a  trace  of  sugar.  8.  CEdema  fluid  con¬ 
tains  sugar,  not  more  than  OT  per  cent.  4.  Inflammatory  serous 
effusions,  as  in  blisters  and  pleurisy,  contain  sugar  in  less  amount 
and  less  constantly  than  do  transudates  ;  the  sugar  being  probably 
absorbed  by  the  outwandering  leucocytes.  Pus  contains  no  sugar.  5. 
Hydrocele  fluid  when  free  from  degeneration-products,  contains  sugar. 

6.  Cerebrospinal  fluid  may,  under  certain  conditions,  contain  sugar, 
though  this  is  not  the  most  constant  reducing  body.  7.  True  sugar 
may  be  present  in  hydatid  fluid.  (Practitioner,  Oct.,  p.  269.) 

SULPHONAL. 

Dr.  John  Gordon,  Assistant  Professor  of  Materia  Medica,  University 
of  Aberdeen,  appends  the  following  to  a  contribution  on  Sulphonal. 
Conclusions. — 1.  It  reduced  the  excitability  of  the  reflex  function, 
of  the  spinal  cord.  2.  It  diminished  peripheral  sensation.  3. 
Clinical  observations  showed  that  large  doses  slowed  respiratory 
acts.  4.  It  did  not  affect  the  pulse  rate.  0.  That  it  slowly  des¬ 
troyed  the  conductivity  of  motor  nerves,  and  that  subsequent 
washings  with  salt  solution  tended  to  restore  it.  6.  Saturated 
solutions  slowly  diminished  irritability  of  muscle,  but  subsequent 
washings  with  salt  solution  tended  to  restore  the  irritability. 

7.  That  small  doses,  5  to  10  grains,  increased  excretion  of  urea. 

8.  That  large  doses  diminished  excretion  of  urea.  9.  That  under  the 
influence  of  the  drug  the  excretion  of  phosphates  was  diminished. 
10.  That  it  had  no  marked  influence  on  the  excretion  of  the  11  aid 
constituents  of  urine.  11.  That  in  none  of  these  experiments  was 
any  cutaneous  eruption  observed.  i2.  There  was  no  flushing  or 
perspiration  markedly  observed.  13.  That  its  influence  on  tempera¬ 
ture  was  negative.  14.  That  it  occasionally  caused  vomiting,  but 
there  was  no  marked  loss  of  appetite.  15.  That  diarrhoea  was 
noticed  occasionally.  16.  That  in  good  health  a  hypnotic  effect 
was  distinctly  produced.  17.  That  in  cases  of  insomnia  it  was 
reliable.  18.  That  the  sleep  which  followed  its  administration 
was  generally  tranquil  and  refreshing.  19.  That  sometimes  the 
patient  woke  with  a  feeling  of  confusion.  20.  That  inco-ordination 
of  the  upper  extremities  occurred  occasionally.  21.  That  inco¬ 
ordination  of  the  lower  extremities  occurred  occasionally.  22. 
That  a  feeling  of  depression  occasionally  supervened.  23.  That 
giddiness  was  observed.  (Brit.  Med.  Journal,  March  29,  p.  714.) 
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TYPHOID  FEVER.— Bone  Inflammation  in. 

At  the  ninth  International  Congress  of  Medicine,  Professor 
Fiirbringer,  of  Berlin,  said  that  in  1885,  Freund  had  published  five- 
cases  of  bone  inflammation  of  a  typhoid  origin,  observed  by  himself,, 
and  that  seventeen  cases  were  published  last  year,  out  of  which 
eight  were  communicated  by  Obermaier,  who  was  the  first  to  show 
that  the  affection  was  due  to  the  bacilli  of  typhoid  fever.  Slight 
and  severe  forms  of  periostitis  and  osteomyelitis,  of  a  purulent  and 
non-purulent  character,  occurred  during  a  longer  or  shorter  space 
of  time.  They  affected  the  various  parts  of  the  skeleton,  principally 
the  shafts  of  the  long  bones.  All  the  recorded  cases  were  by 
no  means  due  to  typhoid  fever.  In  other  cases,  the  long  period  of 
time  (amounting  sometimes  to  a  year)  which  elapsed  between  the 
primary  disease  and  the  inflammation  of  the  bones,  gave  no  evidence 
of  a  causal  connection  between  the  diseases.  Among  1,600  cases  of 
typhoid  fever  under  his  own  observation,  Professor  Fiirbringer  had 
met  the  complication  only  five  times.  The  most  remarkable  of 
these  was  the  case  of  his  own  son,  aged  years ;  in  the  course  of 
four  months,  seven  attacks  involved  ten  parts  of  the  skeleton,  and 
at  the  same  time  a  peculiar  hectic  fever  developed.  The  fever 
could  be  exactly  controlled,  and  its  curves  were  demonstrated  to 
the  audience.  In  spite  of  severe  cachexia,  due  to  the  severe  lancin¬ 
ating  pains  which  were  particularly  bad  at  night,  and  fever,  the 
boy  completely  recovered ;  this  happy  event  dated  from  the  very 
day  on  which  an  intercurrent  attack  of  influenza  ended  critically,, 
the  only  good  result  of  the  “  miserable  gripped  No  traces  of  peri¬ 
osteal  swelling  or  osteomyelitic  foci  remained  behind.  The  other 
four  cases  were  observed  in  the  Friedrichshain  Hospital ;  the 
patients  were  two  children,  aged  12  years,  a  man,  aged  21,  and  a 
woman,  aged  25.  The  latter  had  pysemic  fever  and  rigors,  though 
no  suppuration  was  observed  anywhere.  The  affection  of  the 
ribs  made  him  suspect  an  abscess  of  the  liver.  Recovery  took 
place  in  some  months.  In  the  third  case,  the  trochanter  and 
the  iliac  bone  were  particularly  affected,  so  that  coxitis  had 
been  diagnosed  outside  the  hospital.  In  one  case  the  skull  was 
greatly  affected.  In  another  case,  after  the  osteomyelitis  had 
undergone  complete  regressive  metamorphosis,  the  patient  died 
of  hsemato-pyopneumothorax,  owing  to  perforation  of  a  necrotic 
pulmonary  focus.  Professor  Fiirbringer  preferred  the  term  “  osteo¬ 
periostitis,”  as  a  distinction  between  periostitis  and  osteomyelitis 
could  not  be  strictly  made  in  such  cases.  His  cases  were  also  in 
favour  of  the  assertion  of  Obermaier  that  the  typhoid  bacilli 
immigrated  from  the  marrow  of  the  bones  into  the  periosteum. 
The  terms  “periostitis  posttyphosa  ”  and  “bone  inflammation  in 
convalescence”  were  inconvenient,  as  the  affection  occurred  as 
frequently  during  the  course  of  typhoid  fever,  and  might  even  be 
an  initial  symptom.  With  regard  to  treatment,  Professor  Fiir- 
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bringer  recommended  expectancy,  bnt  if  there  was  suppuration 
the  surgeon  should  be  called  in.  Iodine,  mercury,  quinine,  sali¬ 
cylic  acid,  and  antipyrin  were  of  no  use,  and  only  destroyed  the 
appetite.  For  severe  pain  and  sleeplessness  morphine  was  the  best 
remedy.  The  diseased  organs  should  be  supported  by  extension, 
cushions,  etc.,  and  hygienic  treatment  was  of  the  greatest  impor¬ 
tance.  Diet  and  careful  tepid  baths  were  also  of  great  service. 
(British  Medical  Journal,  May  3,  p.  1033.) 

TYPHOID  FEVER.— Treatment  by  Phenaeetin  in. 

Dr.  Sommer  has  used  phenaeetin  with  great  success  in  the  treatment 
of  typhoid  fever,  thus  confirming  the  favourable  views  of  its  action 
which  have  been  expressed  by  Masius  and  others.  The  dose  employed 
for  adults  was  four  grains,  which  was  repeated  from  two  to  four 
times  during  the  twenty-four  hours.  Children  were  given  only  half 
this  dose.  No  less  than  sixty  cases  were  treated  in  this  way,  with 
but  one  fatal  case,  about  which  it  is  noted  that  the  patient  was  not 
subjected  to  phenaeetin  treatment  until  three  weeks  from  the 
commencement  of  the  attack.  In  no  case  were  there  any  serious 
complications.  (Lancet,  July  5,  p.  31.) 

TYPHOID  FEVER. -Meteorism  in. 

In  the  course  of  an  article  on  One  Hundred  Cases  of  Typhoid  Fever, 
Dr.  Macdonnell,  Professor  of  Clinical  Medicine  in  McGill  F  niversity 
says : — Meteorism  must  be  regarded  as  of  the  most  serious  import. 
It  was  nresent  in  10  of  the  16  fatal  cases,  and  in  one  of  them  it  seemed 
to  be  the  direct  cause  of  death,  causing  upward  displacement  of  the 
thoracic  viscera  and  direct  embarrassment  of  the  respiration.  Mur¬ 
chison  noted  meteorism  in  20  out  of  21  fatal  cases,  and  Jenner 
observed  it  in  18  out  of  19  fatal  cases.  It  was  a  surprise  to  me  to 
find  that  abdominal  distension  was  noted  in  but  4  of  the  84  non- 
fatal  cases.  Probably  my  house-physicians  have  not  thought  it 
necessary  to  note  mere  slight  fulness  of  the  belly.  All  observers 
are  agreed,  however,  that  tympanites  is  a  symptom  of  most  serious 
import.  The  treatment  of  this  dangerous  complication  is  most 
unsatisfactory.  I  have  never  been  able  to  convince  myself  of  the 
efficacy  of  the  customary  turpentine  stupe,  and  internal  medication 
has  never  yielded  me  satisfactory  results.  Charcoal,  so  constantly 
prescribed,  is,  I  believe,  perfectly  useless.  Nor  has  the  passage  of  a 
tube  given  as  much  relief  as  might  reasonably  be  expected.  Dr. 
Bell,  in  my  case  which  was  fatal  from  tympanites,  dissuaded  me 
from  puncturing  through  the  abdominal  wall  with  an  aspirating- 
needle,  on  the  ground  that  when,  in  abdominal  sections,  the  bowel 
is  so  punctured  gas  and  fmcal*  matter  escape  through  the  open¬ 
ings  for  some  time  after  the  needle  is  withdrawn.  Cases  illustra¬ 
ting  the  soundness  of  this  advice  have  been  recorded  by  Curtis. 
'(Dr.  R.  L.  Macdonnell,  Philadelphia  Medical  News,  Sept.  6,  p.  226.) 
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AFFECTIONS  OF  THE  NERVOUS  SYSTEM. 

CHOREA.— Administration  of  Arsenic  in. 

Our  mainstay  in  the  treatment  of  this  affection  is  still  arsenic.  I 
have  long  taught  that  one  reason  why  the  medicinal  treatment  of 
chorea  has  seemed  to  he  of  little  utility,  and  why  a  belief  has  grown 
up  that  the  disease  might  terminate  spontaneously,  or  only  with  the 
help  of  hygiene  and  tonics  about  as  quickly  as  when  strong  drugs 
are  used,  is  because  physicians,  almost  without  exception,  give 
nearly  useless  doses  of  arsenic  (Fowler’s  solution).  Case  after  case 
has  come  to  me,  pursuing  its  semi-chronic  or  positively  chronic 
course,  while  the  patient  was  taking  from  six  to  ten  drops  of  the 
solution.  I  have  satisfied  myself  that  chorea  can  he  greatly  short¬ 
ened  by  the  proper  exhibition  of  arsenic,  but  that  to  obtain  a  strik¬ 
ing  result  it  is  necessary,  in  most  cases,  to  go  beyond  fifteen  drops 
three  times  a  day.  In  many  choreic  patients  when  the  dose  of  ten 
or  twelve  or  fourteen  drops  of  Fowler’s  solution  three  times  a  day 
has  been  attained,  gastro-intestinal  disturbance  and  redness  of  the 
eyes  are  apt  to  appear  and  necessitate  a  cessation  of  the  treatment 
for  two  or  three  days.  The  important  practical  point  to  recollect  is 
that  after  this  interval  of  rest  you  can  and  should  begin  again  with 
the  dose  at  which  you  left  off,  and  then  go  on  to  the  really  efficacious 
doses  of  from  eighteen  to  twenty-five,  or  even  twenty-seven,  drops 
after  each  meal.  Few  cases  of  chorea,  in  my  experience,  show 
much  improvement  until  a  dose  of  sixteen  to  eighteen  drops  ter  die 
is  reached.  In  the  case  of  arsenic,  even  more  than  in  that  of  iodides 
and  bromides,  very  free  dilution  of  the  dose  is  necessary  ;  a  large 
tumblerful  of  alkaline  water,  “  still  ”  or  effervescent,  should  be  given 
with  each  dose.  Another  error  in  practice  is  to  oblige  the  patient  to 
drink  the  dose  at  once.  There  is  no  necessity  for  this,  and  it  is 
much  better  borne  if  it  is  taken  in  divided  drinks  during  the  hour 
following  a  meal.  (Dr.  E.  C.  Seguin,  p.  176.) 

DELTOID  PARALYSIS  FROM  PLUMBISM. 

Dr.  Buzzard  reports  the  following  case.  {Brain,  Part  L.,  page  227, 
1890.)  A  house  painter,  aged  forty-five,  had  noticed  weakness  and 
a  cramp-like  feeling  in  both  thumbs  for  some  weeks,  when  he  was 
seized  with  severe  abdominal  pain  and  constipation.  After  this 
attack  his  hands  and  shoulders — especially  the  left — were  weak. 
He  had  suffered  from  occasional  attacks  of  colic,  but  otherwise  his 
health  had  been  good.  He  had  a  well-marked  blue  line  on  the  gums. 
There  was  decided  paralysis  of  his  left  shoulder,  so  that  he  could 
not  raise  the  arm  from  the  side  nor  maintain  it  when  placed  in  an 
extended  position.  Fibrillar  contraction  was  noticed  in  the  deltoid 
when  he  tried  to  use  it;  and  tremor  was  present  in  both  hands  when 
used,  and  fibrillary  twitching,  especially  in  the  extensors  of  the 
forearms.  The  legs  were  natural ;  the  patellar  and  plantar  reflexes 
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present ;  there  was  no  ankle  clonus.  The  muscles,  including  the 
deltoids,  reacted  normally  to  both  induced  and  constant  currents  3 
the  left  deltoid  wasted  a  little  whilst  the  patient  was  under  obser¬ 
vation.  Dr.  Buzzard  also  reports  another  case  of  lead  poisoning,  in 
which  the  patient  had  paralysis  of  the  right  third  nerve  in  associa¬ 
tion  with  lead  poisoning;  but  in  this  case  the  connection  was  not 
so  certain — the  man  had  not  been  exposed  to  lead  poisoning,  as  far 
as  was  known,  for  five  years,  and  had  in  all  probability  had  syphilis. 
In  reference  to  the  latter  point,  however,  it  was  noted  that  he  did 
not  improve  under  almost  heroic  doses  of  iodide  of  potassium,  whilst 
he  completely  recovered  under  the  local  application  of  the  constant 
current.  (Practitioner,  Sept.,  p.  211.) 

DIABETIC  COMA.— Treatment  of. 

Dr.  A.  P.  Chadbourne  records  {Boston  Med.  and  Surg.  Journ.,  No. 
26)  a  case  of  diabetic  coma  under  the  care  of  Dr.  Shattuck,  at  the 
Massachusetts  General  Hospital,  in  which  the  treatment  by  intra¬ 
venous  injection  of  saline  solution  was  practised.  The  patient  was 
twenty-one  years  of  age,  and  his  urine  contained  3*5  per  cent,  of 
sugar,  a  trace  of  albumen,  and  gave  the  “  acetone  ”  reaction.  Coma 
supervened  the  day  after  his  admission,  and  rapidly  deepened,  the 
respiration  becoming  slow  and  stertorous,  and  the  pulse  rapid  (160). 
The  left  median  cephalic  vein  was  opened  and  thirty  ounces  of  a  5 
per  cent,  aqueous  solution  of  sodium  bicarbonate  allowed  to  flow  in. 
The  pulse  improved — fell  to  120 — and  the  patient  returned  to 
consciousness,  becoming  quite  rational.  Next  day,  after  a  period 
of  restlessness  and  delirium,  he  again  became  comatose,  and  the 
injection  was  repeated  with  similar  effect — which,  however,  was 
again  but  temporary, — and  on  the  return  of  the  coma  (which 
speedily  proved  fatal)  the  friends  refused  to  have  the  injection 
tried  a  third  time.  Dr.  Chadbourne  gives  abstracts  of  seventeen 
published  cases  of  diabetic  coma  thus  treated,  and  remarks  that  of 
these  only  one  was  completely  successful  (a  case  by  Minkowski 
cited  in  an  article  by  Stadelmann,  Deutsch.  Med.  Woch.,  1889,  No. 
46),  but  in  many  others  there  was  a  certain  degree  of  temporary 
improvement.  He  infers  that  in  at  least  eight  of  fifteen  cases  the 
records  of  which  are  comparable,  “  there  was  a  gain  that  ought  to 
be  of  great  value  to  both  patient  and  friends”;  but  of  the  remain¬ 
ing  seven  cases,  “  three  showed  absolutely  no  improvement.”  He 
points  out  that  in  one  of  the  most  favourable  cases  only  water  was 
used ;  and  that  the  chances  of  good  results  are  greater  if  the 
operation  is  done  as  soon  as  the  first  signs  of  coma  have  been  recog¬ 
nised.  (Lancet,  July  19,  p.  140.) 

HYSTERICAL  APHONIA.— Use  of  Strychnine  in. 

This  remedy  should  be  given  at  first  in  small  doses  but  these  should  be 
steadily  increased  until  its  physiological  effects  appear.  I  begin  with 
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one-thirtieth  of  a  grain  three  times  a  day,  and  have  the  dose  steadi¬ 
ly  increased  from  day  to  day  or  every  second  or  third  day,  usually 
by  the  addition  of  one-sixtieth  of  a  grain  once,  twice,  or  thrice 
daily  until  the  24th,  20tb,  18th,  15th,  12th,  10th,  or  even  the  8th 
of  a  grain  is  taken  three  times  a  day.  It  has  been  a  surprise  to  me 
that  most  of  these  patients  will  take  one-tenth  or  one-eighth  of  a 
grain  three  times  a  day  before  any  of  the  constitutional  effects  are 
manifested.  I  tell  the  patients  what  they  are  taking  and  what 
physiological  effects  may  be  expected,  and  then  instruct  them  to 
reduce  the  dose  or  discontinue  the  use  of  the  remedy  as  soon  as 
these  appear.  It  would  undoubtedly  be  safer  to  prescribe  these 
large  doses  in  solution,  but  owing  to  the  intense  bitterness  of  the 
drug  it  is  difficult  to  get  the  patient  to  take  it  regularly  in  this  way, 
therefore,  when  the  digestive  organs  are  in  fair  condition  I  have 
risked  either  the  small  gelatine-coated  pellets  or  freshly  prepared  cap¬ 
sules,  but  owing  to  the  varying  degree  of  solubility  of  the  gelatine, 
I  think  the  tablet  triturates  might  be  preferable.  I  have  no  fear 
of  the  so-called  cumulative  effects  of  the  drug.  It  may  be  given 
alone  or  in  combination  with  other  remedies.  I  have  had  several 
cases  in  which  from  one-tenth  to  one-eighth  of  a  grain  had  to  be 
given  three  times  daily,  before  the  slightest  constitutional  effect 
could  be  detected.  And  until  these  occur  but  little  benefit  has 
been  experienced.  As  soon  as  twitching  or  stiffness  of  the  muscles 
or  intense  nervousness  is  noted,  the  dose  should  be  reduced  to  that 
taken  one  or  two  days  previously,  and  afterward,  owing  to  the  in¬ 
creased  susceptibility  of  the  nervous  system,  it  may  be  necessary  to 
still  further  diminish  the  quantity  from  time  to  time,  but  the 
remedy  must  be  continued  in  doses  as  large  as  can  be  borne  for 
several  weeks  in  order  to  prevent  recurrence  of  the  attack.  The 
necessity  for  this  was  well  illustrated  in  one  case,  where  it  was  not 
difficult  to  restore  the  voice  but  in  which  it  was  found  impossible 
to  maintain  it  for  any  length  of  time,  until  the  heroic  doses  of 
strychnine  were  adopted.  (Dr.  E.  Fletcher  Ingals,  p.  170.) 

INJURIES  TO  THE  SPINAL  CORD. -Condition  of  Reflexes,  with 
special  reference  to  Indications  for  Operative  Treatment. 

At  the  Royal  Medical  and  Chirurgical  Society  on  May  13,  1890, 
Mr.  A.  A.  Bowlby,  who  read  this  paper,  alluded  to  a  recent  paper 
by  Dr.  Charlton  Bastian  (see  Retrospect,  vol.  101,  p.  27)  on  “  The 
Symptomatology  of  Total  Transverse  Lesions  of  the  Spinal  Cord, 
with  special  reference  to  the  Condition  of  the  various  Reflexes,” 
and  to  some  remarks  made  by  himself  in  the  subsequent  discussion. 
He  stated  that  the  conditions  of  the  reflexes  in  cases  of  complete 
crushing  of  the  spinal  cord  as  observed  by  himself  were  at  variance 
with  the  recognised  teaching  of  physiologists,  and  gave  details  of 
eleven  such  cases  of  spinal  injury  in  which  the  conditions  of 
the  reflexes  were  especially  noted.  In  all  of  these  the  limb3  were 
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quite  flaccid,  the  tendon  reflexes  were  abolished,  and  ankle  clonus 
and  rigidity  were  absent.  In  most  of  the  cases  the  skin  reflexes 
were  also  lost,  but  this  was  not  the  case  in  all,  and  in  some  patients 
the  skin  reflexes  returned  at  a  later  period.  In  cases  of  injury  to 
the  spinal  cord  without  complete  solution  of  continuity,  on  the  other 
hand,  the  reflexes  were  found  to  be  increased,  and  three  cases 
were  quoted  in  proof  of  this  statement.  It  was  further  contended 
that  as  in  all  cases  of  complete  crushing  of  the  spinal  cord  the  deep 
reflexes  were  lost,  and  as  spinal  cords  so  injured  were  incapable  of 
repair,  operative  interference  was  only  likely  to  be  of  use  when  the 
deep  reflexes  were  not  abolished,  and  the  spinal  cord  was,  there¬ 
fore,  not  completely  severed.  The  author  then  alluded  to  ten  other 
fatal  cases  of  injury  of  the  spinal  cord,  and  pointed  out  that  in  none 
of  the  twenty-one  cases  dealt  with  was  there  found,  on  post-mortem 
examination,  any  compression  by  displaced  bone,  or  other  condition 
remediable  by  surgical  interference.  The  conditions  found  justified 
the  belief  that  the  cord  was  crushed  by  a  forward  displacement  of 
the  upper  of  the  two  vertebrae  involved  in  the  injury,  and  that  the 
displaced  bone  was  usually  spontaneously  restored  to  its  normal 
position,  or  else  wTas  so  far  replaced  as  to  prevent  any  continued 
direct  compression  of  the  spinal  cord.  The  author  finally  stated 
that  it  was  not  yet  certain  whether  the  deep  reflexes  were  ever  lost 
in  cases  of  severe  injury  of  the  spinal  cord  short  of  complete 
crushing,  and  suggested  that  farther  evidence  was  required  to  make 
this  clear.  (British  Medical  Journal,  May  17,  p.  1132.) 

MULTIPLE  NEURITIS  FROM  SYPHILIS. 

Dr.  R.  W.  Taylor  brought  the  following  case  before  the  American 
Association  of  Genito- Urinary  Surgeons  at  their  June  meeting. 
{New  York  Med.  Journ.,  July  5,  1890.)  The  patient,  a  woman 
aged  forty,  contracted  syphilis  from  her  second  husband  about  the 
year  1880.  After  many  typical  manifestations  of  constitutional 
affection,  in  the  early  part  of  1882  she  noticed  that  sensation  was 
impaired  on  the  backs  of  both  hands,  and  analgesia  and  anaesthesia 
were  found  to  be  marked  over  the  backs  of  the  fingers,  hands,  and 
wrists,  particularly  on  the  left  side.  Dull  and  aching  and  severe 
and  lancinating  pains  in  the  arms  were  also  complained  of,  together 
with  a  feeling  of  numbness  and  heaviness  in  the  arms.  The 
analgesia  persisted  and  increased,  notwithstanding  antisyphilitic 
remedies,  to  which  other  syphilitic  manifestations  present  at  that 
time  yielded.  A  year  later  she  began  to  complain  of  tenderness, 
pain,  and  swelling  in  the  left  heel,  and  soon  after  in  the  left  foot ; 
the  pain  extended  up  to  the  knee,  and  was  similar  in  character  to 
that  in  the  arms.  At  this  time  diffuse  hyperplasia  was  noticed  over 
both  malar  prominences,  and  a  similar  condition  was  found  in  the 
region  of  the  left  ankle  ;  there  were  also  tender  spots  over  the  peri¬ 
cranium.  Towards  the  end  of  this  year  the  analgesia  and  anaesthesia 
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had  extended  up  each  arm  to  the  shoulder,  being  complete  on  the 
extensor  surfaces  and  partial  on  the  flexor  surfaces.  There  had 
been  little  or  no  impairment  of  muscular  power,  but  the  patient 
often  burned  or  otherwise  injured  her  fingers  owiug  to  the  loss  of 
sensation.  About  this  time  she  began  to  complain  of  numbness  in 
the  toes.  In  the  course  of  the  next  few  months  the  analgesia 
spread  up  the  legs  to  the  thighs,  and  the  legs  felt  heavy  and 
unwieldly.  The  cords  of  the  brachial  plexus  were  not  perceptibly 
thickened.  Degenerative  changes  then  began  to  take  place  in  the 
fingers,  starting  at  the  points  where  accidental  injuries  had  led  to 
the  formation  of  indolent  ulcers  and  bullae ;  the  skin,  subcutaneous 
tissues,  and  even  the  bones  seemed  to  melt  away,  so  that  when 
exhibited  to  the  Society  her  hands  were  much  deformed  from  the 
loss  of  portions  of  the  fingers.  The  patellar  reflex  was  present,  and 
the  muscular  power  both  in  arms  and  legs  fairly  well  maintained. 
(Practitioner,  Sep.,  p.  210.) 

OTITIS  MEDIA.— Relation  to  Tuberculous  Cerebral  Lesions. 

There  is  some  evidence  that  otitis  media,  when  of  a  tubercular 
nature,  may  be  the  means  of  infectiug  the  brain  with  tubercular 
instead  of  with  simple  inflammatory  products.  I  cannot  offer 
a  conclusive  proof  of  this,  but  I  have  met  with  four  cases 
which  may  be  interpreted  in  this  way.  In  the  first  there  was 
a  large  tubercular  mass  in  the  cerebellum  which  was  adherent  to 
the  posterior  surface  of  the  carious  temporal  bone,  the  interior  of 
which  was  affected  with  caries,  most  probably  tubercular.  In  the 
second  case,  the  tubercular  meningitis  was  most  marked  in  the 
region  of  the  left  Sylvian  fissure,  near  the  ear  disease.  There  were 
tubercles  in  the  liver  and  spleen,  but  the  only  chronic  tubercular 
source  appeared  to  be  the  carious  left  temporal  bone.  In  the  third 
case,  there  were  no  tubercular  sources  found,  except  the  chronic  ear 
disease.  And  in  the  last  case,  the  mastoid  cells  were  carious,  and 
there  had  been  an  abscess  behind  the  left  ear  for  three  weeks ; 
the  mischief  in  the  brain  was  almost  entirely  limited  to  the  region 
of  the  left  Sylvian  fissure  and  the  adjacent  convolutions.  Here  there 
were  numerous  tubercles,  and  the  middle  cerebral  artery  had 
become  blocked,  so  that  there  wras  softening,  together  with  exten¬ 
sive  hemorrhage.  Possibly  other  cases  of  a  general  tubercular 
meningitis,  where  there  has  also  been  otorrhoea,  may  have  owned 
this  as  their  source.  It  is  certainly  not  a  common  centre  of 
infection,  but  I  would  suggest  that  it  is  so  occasionally.  (Dr. 
Newton  Pitt’s  Gulstonian  Lectures,  1890,  Lancet,  April  19,  p.  841.) 

TABES  DORSALIS.— Treatment  by  Baths. 

Professor  Leyden,  whose  monograph  on  Tabes  is  well  known,  has, 
after  the  lapse  of  twenty -five  years,  given  us  a  further  statement  on 
the  same  subject.  His  work  is  reviewed  in  the  Therapeutische 


S Y NOPSIS —  Circulatory  System , 


23 


Monatshefte  for  January,  1890.  On  the  question  of  treatment  we 
find  that  Dr.  Leyden  lays  great  stress  on  the  use  of  warm  baths 
(temperature  95°-86°  F.),  the  duration  of  which  should  be  5-10-20 
minutes.  Three  kinds  of  baths  are  employed — 1,  the  simple  warm 
bath  ;  2,  brine  baths  containing  C02 ;  3,  sweating  baths  and  vapor 
baths.  The  first  and  third  kinds  are  suitable  in  the  early  stages  of 
tabes,  the  second  in  the  more  advanced  stage.  Dr.  Leyden 
considers  that  nerve  stretching  has  once  for  all  received  its  condemna¬ 
tion.  He  has  not  the  least  faith  in  suspension,  and  is  in  hopes  it 
may  soon  disappear  from  the  therapeutic  stage.  Of  massage  he 
speaks  with  indifference  ;  of  the  electric  treatment  he  says  it  must 
not  be  overrated.  (British  Medical  Journal,  May  24,  p.  1208.) 


AFFECTIONS  OF  THE  CIRCULATORY  SYSTEM. 

CEREBRAL  EMBOLISM  AND  ANEURYSM. 

It  is  most  exceptional  to  find  a  cerebral  aneurysm  which  is  not 
associated  with  fungating  endocarditis.  The  lodging  of  a  septic 
embolus  is  the  starting  point  of  the  changes  which  take  place  in  the 
vessel.  The  clot  inflames,  and  in  most  cases  disappears,  the  vessel 
dilating  from  the  inflammatory  changes  in  its  coats.  An  aneurysm 
may  form  and  rupture  in  three  weeks.  The  onset  of  the  embolism 
may  not  be  marked  by  any  symptoms,  and  the  rupture  of  the 
aneurysm  may  be  the  first  indication  that  there  is  danger.  The 
aneurysms  are  usually  on  the  surface  of  the  brain,  and  when  they 
rupture  they  are  more  rapidly  fatal  than  other  forms  of  cerebral 
hemorrhage.  As  the  aneurysm  increases  in  size,  it  tends  to  spread 
inwards,  ploughing  up  the  cerebral  tissue,  and  may  rupture  into  the 
lateral  ventricle,  although  it  has  originated  on  or  near  the  surface. 
Oases  of  cerebral  hemorrhage  in  young  people  will  generally  be 
found  to  have  originated  in  aneurysm.  (Dr.  Gr.  Newton  Pitt, 
Lancet,  April  26,  p.  890.) 

CHLOROSIS.— Condition  of  the  Blood  in. 

The  results  of  the  blood  examinations  in  thirty-one  cases  of  chlorosis 
may  be  summarized  as  follows: — 1.  There  was  usually  an  initial 
paucity  of  red  corpuscles.  2.  Under  treatment  it  was  easy  to  bring 
the  red  corpuscles  to  4,500,000  per  c.mm.,  and  frequently  higher. 
3.  The  severity  of  the  symptoms  did  not  regularly  correspond  with 
the  paucity  of  red  corpuscles.  4.  In  the  severer  grades  microcytes, 
megalocytes,  and  poikilocytes  were  found,  the  average  diameter  of 
the  corpuscles  being  below  the  normal.  5.  The  reduction  in 
haemoglobin  always  exceeded  that  in  red  corpuscles  and  occasion¬ 
ally  there  was  great  poverty  in  haemoglobin  and  very  little  in 
corpuscles.  6.  The  amount  of  haemoglobin  was  a  far  better  guide 
to  the  severity  of  the  disease  than  the  number  of  red  corpuscles  ;  it 
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is  so  good  a  guide  in  chlorosis  as  to  be  sufficient  in  blood  examina¬ 
tion  for  ordinary  clinical  purposes.  7.  The  haemoglobin  increased 
regularly  under  treatment,  but  it  was  difficult  to  bring  it  above  85 
per  cent,  of  the  normal.  8.  No  change  was  noticed  in  the  white 
corpuscles.  (Dr.  Chas.  N.  Dowd,  Roosevelt  Hospital,  New  York  ;; 
American  Journal,  June,  p.  559.) 

DIFFERENCE  BETWEEN  THE  TWO  RADIAL  PULSES.— 
Significance  of. 

From  the  time  of  Marey,  whose  name  is  inseparably  connected 
with  the  sphygmograph,  it  has  been  a  common  belief  that  a  differ¬ 
ence  between  the  two  radial  pulses  in  the  same  patient  is  highly 
significant  of  aneurism  of  the  aorta,  or  of  one  of  the  great  vessels 
coming  off  from  it.  It  is  true  that  in  some  cases  of  aneurism  of 
these  vessels  the  pulse  in  the  affected  side  is  felt  to  be  retarded, 
and  to  differ  in  volume  and  in  tension  from  that  of  the  healthy 
side.  The  sphygmograph  records  much  more  accurately  the  con¬ 
dition  ;  it  shows  a  low,  sloping  up-stroke,  a  rounding  of  the  summit, 
and  a  more  gradual  descent  than  in  the  pulse  of  the  unaffected 
'  side,  the  tracing  being  wave-like.  But  it  appears  that  this  con¬ 
dition  of  the  pulse,  and  the  sphygmograph,  which  has  been  regarded 
as  characteristic  of  aneurism,  is  not  due  to  aneurism  per  se,  that  it 
may  be  present  in  the  absence  of  aneurism,  and  may  not  be  present 
when  aneurism  exists.  According  to  Ziemssen,  it  is  the  result  of  a 
narrowing  of  the  artery — innominate  or  subclavian,  as  the  case  may 
be — and  while  it  may  occur  in  aneurism,  as  the  result  of  pressure, 
for  example,  it  is  most  frequently  the  result  of  arteritis  deformans, 
an  atheromatous  condition  of  arteries  which  frequently  results  in 
narrowing  of  the  vessel.  Ziemssen  gives  brief  notes  of  eight  cases  ; 
in  four  of  them  the  pulse-tracing  which  has  been  believed  to  be 
characteristic  of  aneurism  was  present,  but  there  was  no  aneurism, 
the  lesion,  as  proved  by  autopsy,  consisting  of  a  narrowing  of  the 
mouth  of  the  subclavian  artery  as  the  result  of  anterio-sclerosis.  In 
the  remaining  four  cases,  the  pulse-tracing  of  the  two  radials 
showed  no  essential  differences,  but  there  were  manifest  physical 
signs  of  aneurism  of  the  arch,  such  as  pulsating  tumour,  paralysis  of 
the  recurrent  laryngeal  nerve,  etc. ;  in  one  of  these  cases  the  diag¬ 
nosis  was .  established  by  autopsy.  The  fact  that  stenosis  of  the 
great  vessels  may  produce  the  difference  in  the  pulses  in  question 
has  not  altogether  escaped  observation  by  other  writers.  Quincke 
hints  at  it,  and  Broadbent  reports  a  case  in  which  the  lesion  was- 
actually  discovered  post-mortem  ;  but  he  speaks  of  it  as  a  “remark¬ 
able  case.”  Arterio-sclerosis  of  the  aorta  is  much  more  common 
than  aneurism  of  the  arch ;  it  should,  therefore,  be  very  easy  to 
confirm  the  statements  of  Ziemssen.  The  subject  is  of  importance 
in  prognosis  as  well  as  in  diagnosis.  (Medical  and  Surgical 
Reporter  ;  New  York  Medical  Record,  Aug.  30,  p.  233.) 
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HEART  DISEASE  IN  CHILDREN,— Treatment  of  Failing 
Compensation  in. 

The  first  indication  in  this  class  of  cases  is  to  increase  the  cardiac 
force,  so  that  the  circulation  may  be  restored  and  maintained.  If 
the  condition  of  the  patient  is  not  exceedingly  urgent,  this  indica¬ 
tion  can  be  successfully  fulfilled  by  the  employment  of  digitalis, 
strophanthus,  caffeine,  senega,  squill,  and  their  allies.  Sometimes 
one  and  sometimes  another  of  these  remedies  answers  best ;  but,  on 
the  whole,  there  can  be  no  question  that  digitalis,  if  rationally  em¬ 
ployed,  is  still  the  most  valuable.  Combinations  of  these  drugs 
with  each  other,  and  with  other  remedies,  such  as  the  nitrites, 
strychnine,  and — after  a  time — iron,  are  often  peculiarly  valuable. 
When  matters  are  more  pressing  we  have  happily  a  series  of 
cardiac  stimulants  which  act  with  promptness  and  success  in  the 
child.  Ether,  ammonia,  and  alcohol  are  familiar  to  us  all ;  but 
perhaps  some  may  not  be  so  well  acquainted  with  the  subcutaneous 
use  of  strychnine  in  the  form  of  the  1  per  cent,  pharmacopoeia! 
solution  of  the  hydrochlorate,  which  in  some  instances  has  an 
effect  little  short  of  marvellous  in  restoring  the  action  of  the- 
ventricles.  If  the  urgency  be  connected  mainly  with  engorgement 
of  the  lungs  and  failure  of  the  right  side  of  the  heart,  the  greatest 
possible  benefit  may  be  derived  from  venesection,  cupping,  and 
leeching ;  and,  under  certain  circumstances,  the  judicious  use  of 
hydragogue  purgatives,  mercurial  cholagogues,  and  stimulant 
expectorants  will  be  attended  with  the  very  best  results. 
(Dr,  J.  Mitchell  Bruce,  p.  185.) 

HEART  DISEASE  (ACUTE)  IN  CHILDREN  .-Prognosis  in. 

The  question  of  the  ultimate  prognosis  of  acute  heart  disease  in 
children  is  rather  a  peculiar  one.  The  comparative  frequency  of 
chronic  valvular  disease  as  a  consequence  of  acute  rheumatism  in 
the  earlier  years  of  life  probably  depends  to  a  considerable  extent 
upon  the  social  condition  of  the  patient,  being  greater  amongst  the 
poor,  who  do  not  always  enjoy  the  advantages  of  early,  close,  and 
continuous  treatment.  We  may  anticipate  with  confidence  that  the 
better  knowledge  of  this  subject  which  now  prevails,  and  the 
improved  results  of  the  salicylate  treatment  of  rheumatism,  will 
considerably  reduce  the  proportion  of  cases  of  endocarditis  and  of 
permanent  damage  to  the  heart.  But  quite  irrespective  of  this  con¬ 
sideration,  experience  justifies  us  in  stating  that  the  remote  prognosis 
of  endocarditis  is  actually  better  in  the  child  than  it  is  in  the  adult: 
that  the  probability  of  the  development  of  permanent  valvular  dis¬ 
ease  from  endocarditis  is  less,  for  we  know  that  if  proper  care  be 
taken,  the  evidence  of  valvular  lesion,  in  the  form  of  a  murmur, 
sometimes  completely  disappears  in  young  subjects — it  may  be 
weeks,  months,  or  even  years  afterwards.  The  proper  rule  then  for 
us  to  follow,  when  we  are  asked  for  an  opinion  with  respect  to  the 
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future  condition  of  the  child’s  heart — as  to  whether  it  will  be  left 
organically  damaged  or  not,  is  to  he  cautious  in  expressing  an 
unfavourable  prognosis,  and  to  give  the  parents  the  assurance — to 
which  they  are  entitled  in  their  great  anxiety — that  in  a  certain 
number  of  cases  the  signs  of  valvular  disease  ultimately  disappear. 
(Dr.  J.  Mitchell  Bruce,  British  Medical  Journal,  April  26,  p.  938.) 


MITRAL  STENOSIS,— Condition  of  Left  Chamber  of  Heart. 

As  a  result  of  long-continued  study  of  cases  of  pure  mitral  stenosis, 
Lenhartz  ( Wien.  med.  Presse,  1890,  No.  21,  850)  has  come  to  an 
opinion  different  from  that  usually  accepted.  This  latter,  namely, 
is  that  in  mitral  stenosis  a  concentric  atrophy  of  the  left  ventricle 
develops,  and  those  cases  which  do  not  exhibit  this  on  post-mortem 
examination  are  to  be  regarded  as  exceptions.  The  author  instanced 
some  examples  to  show  that  even  in  extreme  mitral  stenosis  a 
moderate  filling  of  the  left  ventricle  is  possible  through  the  estab¬ 
lishment  of  compensation.  He  has  had  five  female  patients,  suffer¬ 
ing  from  undoubtedly  pure  mitral  stenosis,  who  were  able  to  walk 
about  and  to  attend  to  their  housekeeping — a  thing  which  would 
have  been  impossible  had  they  had  concentric  atrophy  of  the  left 
ventricle.  The  autopsy  made  in  one  of  these  cases  showed  that  the 
diagnosis  was  correct,  and  that  the  left  ventricle  possessed  walls  of 
normal  thickness.  He  has  collected  75  cases  of  mitral  stenosis  from 
the  reports  of  the  Pathological  Institute  of  Leipzig,  and  22  from  that 
of  Halle  ;  61  of  the  first  and  16  of  the  second  were  instances  of 
stenosis  of  high  grade,  while  in  20  cases  the  stenosis  was  of  moderate 
degree.  Only  7  of  the  total  number  of  cases  exhibited  concentric 
atrophy,  in  2  the  left  ventricle  was  “  comparatively  small,”  while  in 
the  remaining  cases  it  was^  normal  or  hypertrophied,  or  in  some 
cases  dilated.  In  34  instances  the  stenosis  was  so  extreme  that  the 
possibly  existing  mitral  insufficiency  could  have  been  of  no  import¬ 
ance  in  influencing  the  condition  of  the  left  ventricle,  while  in  11 
of  these  cases  the  presence  of  insufficiency  could  be  absolutely  excluded. 
From  these  observations  the  author  draws  the  conclusion  that 
the  provisions  for  compensation,  even  in  this  lesion,  are  more  favour¬ 
able  than  usually  considered.  Factors  in  the  sufficient  filling  of  the 
left  ventricle  in  this  affection  are  :  1.  Strong  pressure  produced  by 

a  hypertrophied  right  ventricle.  2.  Pressure  on  the  part  of  the 
auricle.  3.  The  suction  action  of  the  left  ventricle,  which 
has  been  physiologically  established.  A  further  proof  of  the  correct¬ 
ness  of  these  views  is  found  in  the  often  surprising  action  of  digitalis, 
which  re-establishes  the  state  of  compensation.  Digitalis  acts  not 
only*on  the  left  but  on  the  right  ventricle.  It  thus  not  only  increases 
the  power  of  its  contraction  at  times  when  it  is  nearly  exhausted, 
but,  by  increasing  the  length  of  the  diastole,  allows  time  for  the 
filling  of  the  left  ventricle.  (American  Journal,  Sept.,  p.  293.) 
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NvEVUS.— Treatment  by  Collodion. 

At  a  meeting-  of  the  Midland  Medical  Society,  Mr.  Thomas  showed 
three  cases  of  mevi  treated  by  the  application  of  collodion — one  in 
the  back,  another  in  the  parotid  region,  and  a  third  in  a  young 
infant  over  the  anterior  fontanelle.  Collodion  was  painted  over 
them  and  the  surrounding  skin,  the  application  being  usually 
carried  out  by  the  mother.  I11  all  considerable  improvement  had 
resulted,  rendering  further  treatment  by  operation  unnecessary. 
He  pointed  out  the  absolute  freedom  from  risk  or  danger,  and  the 
advantages  it  offered  in  some  situations  where  almost  all  methods 
were  unsafe.  (Edinburgh  Medical  Journal,  Oct.  p.  390.) 


SUBCLAVIAN  ARTERY.— Compression  of  by  Keen’s  Method. 

All  surgeons  know  the  difficulty  of  maintaining  steady  and 
effectual  occlusion  of  the  subclavian  artery  by  pressure  above  the 
clavicle  where  the  third  part  of  the  vessel  crosses  the  first  rib,  and 
will  welcome  the  following  simple  plans  devised  by  Professor  Keen 
( Annals  of  Surgery,  July,  1890)  :  A  rolled  bandage  two  inches  wide 
is  placed  above  the  clavicle  over  the  position  of  the  artery,  as  ascer¬ 
tained  by  the  finger.  The  strong  rubber  strap  which-  accompanies 
Esmarch’s  bandage  is  then  passed  over  the  roller  above  the  clavicle, 
then  down  the  back,  between  the  thighs,  and  up  in  front  of 
the  chest.  The  ends  can  then  be  held  by  an  assistant,  or  better, 
tied  or  hooked  together.  If  it  is  desired  to  release  the  artery, 
the  rubber  strap  is  slipped  off  the  bandage :  pressure  can  be 
renewed  as  easily.  An  assistant  should  stand  on  the  side  of 
the  patient  opposite  to  the  side  of  the  operation,  to  steady  the 
strap  and  bandage.  The  advantages  of  this  method  are,  that  it 
is  reliable,  that  the  compression  will  be  maintained,  even  though 
the  patient  should  struggle,  and  that  not  only  is  the  assistant 
not  tired  out,  but  he  has  one  hand  free  for  other  purposes. 
An  Esmarch  bandage  can,  of  course,  be  applied  to  the  arm 
before  compressing  the  artery.  With  the  elastic  strap  of  the 
Esmarch  apparatus,  Professor  Keen  found  some  difficulty  in 
retaining  the  roller  in  place  over  the  artery.  To  obviate  this,  he 
has  resorted  to  the  elastic  bandage  of  Esmarch,  which  is  applied  as 
follows :  The  tendency  to  displacement  of  the  roller  downward 
below  the  clavicle  is  counteracted  by  laying  the  free  end  of  the  elas¬ 
tic  bandage  on  the  chest,  then  passing  the  unrolled  end  over  the 
shoulder  and  down  the  back.  If  the  strap  is  used  the  natural 
tendency,  when  it  is  placed  in  position,  is  to  pull  on  both  ends  at 
once,  and  the  upper  end  being  drawn  downward  tends  to  displace 
the  roller  in  the  same  direction.  If  the  elastic  bandage  is  used, 
traction  being  made  with  the  unrolled  part  of  the  bandage,  over  the 
shoulder  from  front  to  back,  this  subclavian  displacement  is 
prevented.  To  prevent  outward  displacement,  the  alternate  turns 
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of  the  bandage  should  he  carried  under  the  opposite  axilla5.  By: 
these  means  the  roller  is  held  in  place  fixedly,  and  requires  no  care 
from  an  assistant.  (Medical  News,  Aug.  23,  p.  192.) 

THE  RAPID  HEART. 

At  the  Medical  Society,  on  May  5th,  1890,  the  annual  oration  was 
delivered  by  Dr.  A.  E.  Sansom,  who  took  for  his  subject  “  The 
Rapid  Heart :  a  Clinical  Study.”  The  orator  justified  his  choice 
of  a  subject  on  the  ground  that  there  were  very  few  medical  men 
who  are  not  occasionally  perplexed  concerning  cases  involving  dis¬ 
turbances  of  the  normal  action  of  the  heart  in  relation  to  diagnosis, 
prognosis,  and  treatment.  He  insisted  on  the  equal  undesirability 
of  overrating  as  of  understating  the  consequences  of  such  pertur¬ 
bations.  His  remarks  were  confined  to  cases  in  which  the  hearth 
action  was  morbidly  accelerated,  leaving  on  one  side  those  cases  in 
which  irregularity  of  action  coincided  with  accleration.  He  ex¬ 
cluded,  also,  cases  in  which  valvular  or  other  organic  disease  of  the 
heart  was  present,  and  cases  in  which  the  rapidity  was  due  to  fever 
or  analogous  general  condition,  or  to  peripheral  irritation,  or  in 
which  the  acceleration  was  “  paroxysmal.”  Moreover,  cases  of 
palpitation  were  likewise  excluded  when  existing  in  a  heart  which 
under  ordinary  circumstances  had  a  normal  beat.  By  “rapid 
heart  ”  he  intended  to  comprise  the  cases  in  which  the  cardiac 
action  was  set,  so  to  speak,  for  an  abnormally  rapid  rate.  The 
orator  then  defined  the  normal  beat  as  one  not  exceeding  90  per 
minute  in  the  adult.  He  pointed  out  that  in  infants  and  young 
people  not  only  is  the  heart  rate  normally  more  rapid,  but  it  is 
also  extremely  susceptible  to  accelerating  influences  which  may, 
under  certain  circumstances,  become  more  or  less  persistent.  He 
then  gave  a  list  of  the  affections  in  which  this  abnormal  rapidity  of 
the  heart’s  action  is  found :  (1)  in  Graves’s  disease,  in  which  the 
chief  cause  or  danger  is  the  cardiac  involvement ;  (2)  the  irritable 
heart  of  soldiers,  noticed  and  described  by  Dr.  Da  Costa,  of  Phila¬ 
delphia,  one  feature  of  which  was  that,  although  the  pulse  rate  is 
persistently  quickened,  the  breathing  remains  normal,  or  nearly  so, 
often  resulting  in  cardiac  hypertrophy  or  dilatation — this  form  of 
rapid  heart  is  peculiarly  common  in  times  of  great  political  and 
social  excitement ;  (3)  the  rapid  heart  of  osteoarthritis,  specially 
commented  upon  by  Dr.  Spender,  of  Bath  ;  (4)  the  rapid  heart 
without  notable  morbid  association,  recorded  by  Bristowe,  Broad- 
bent,  and  Samuel  West.  He  called  attention,  in  relation  to  these 
cases,  to  the  fact  that  the  rapidity  often  existed  for  long  periods  of 
time  without  palpitation.  Moreover,  the  cases  which  he  had  in 
his  mind  were  not  “paroxysmal,”  in  the  sense  that  the  hurry  was 
persistent,  and  the  condition  was  often  associated  with  a  curious 
absence  of  distress,  or  even  of  discomfort,  on  the  part  of  the 
patient.  In  spite  of  this  latter  feature,  the  orator  insisted  upon 
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Hie  fact  that  this  condition  of  rapid  heart  was  serious  and 
dangerous.  Of  seven  such  cases  recorded  by  Dr.  Bristowe,  five 
proved  fatal,  with  symptoms  which  seemed  to  show  that  the 
affection  was  in  causal  relation  with  the  fatal  result.  In  refer¬ 
ence  to  the  fact  that  this  condition  was  found  in  persons  giving 
no  other  indication  of  cardiac  disease,  he  asked  whether  in  such 
cases  it  was  to  be  regarded  as  an  affection  of  the  myocardium,  or 
of  some  portion  or  portions  of  the  nervous  system.  He  quoted 
seventy-five  cases  from  his  notebooks,  in  which  no  evidence  was 
found  of  organic  disease  of  the  heart  or  of  any  other  structural 
disease  in  obvious  association  therewith.  They  were,  moreover,  all 
cases  in  which  the  rapid  heart  beat  had  existed  for  comparatively 
long  periods  of  time.  He  grouped  these  cases  under  two  heads : 
First,  those  in  which  there  was  no  association  whatever  with  the 
recognised  cardinal  signs  of  cardio-vasomotor  disease,  46  in  number, 
comprising  30  females  and  16  males :  secondly,  cases  in  which  this 
association  existed,  29  in  number,  24  females  and  5  males.  He 
read  detailed  notes  of  a  case  belonging  to  the  first  category,  in  a 
lady,  aged  62,  with  fatal  termination,  and  another  in  a  man  aged 
61,  in  whom  the  condition  appeared  to  date  from  physical  effort, 
also  ultimately  followed  by  a  suddenly  fatal  termination.  He  gave 
a  synopsis  of  the  chief  points  in  relation  to  this  group  of  cases,  the 
maximum  pulse  rate  being  from  110  to  260,  and  he  discussed  the 
circulatory  and  nervous  phenomena  associated  therewith.  In  many 
of  the  cases  the  onset  was  ascribed  to  physical  or  mental  overstrain 
(shock),  but  in  others  the  onset  of  the  symptoms  was  gradual,  and 
associated  only  with  vague  dyspepsia.  Restlessness  and  insomnia 
were  common.  He  then  proceeded  to  discuss  the  cases  coming  in 
the  second  group,  of  which  12  out  of  29  were  obviously  associated 
with  Graves’s  disease.  He  narrated  two  of  these  cases  which 
served  to  demonstrate  the  types.  The  orator  concluded  that  the 
conditions  in  the  two  sections  of  cases  were  closely  allied,  both 
being  probably  secondary  to  nervous  implication.  He  regarded  the 
differences  between  the  two  sets  of  cases  as  of  extent  rather  than 
of  kind.  With  regard  to  treatment,  he  said  that  while  in  the  less 
severe  cases  this  had  proved  of  great  value,  it  was  practically 
useless  in  the  very  marked  cases.  He  particularly  commended 
'the  application  of  the  continuous  current  of  electricity  over  the 
region  of  the  great  nerve  centres.  (British  Medical  Journal, 
May  10,  p.  1071.) 

THORACIC  ANEURYSM.— Bronchial  Catarrh  in. 

The  bronchial  catarrh  set  up  by  the  pressure  of  an  aneurysm  upon 
the  trachea,  bronchi,  or  lung  tissue  is  very  curious.  It  is  sometimes 
accompanied  by  the  expectoration  of  an  enormous  quantity  of  pale, 
viscid,  and  very  frothy  mucus,  and  is  found  on  examination  of  the 
chest  to  be  general,  and  not  local.  It  often  subsides,  as  it  rises, 
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suddenly,  and  is  probably  nervous  in  its  origin,  at  any  rate  some¬ 
times.  Sometimes  tbe  sonorous  and  sibilant  sounds  with  crepitant 
rales  are  so  marked  as  to  mask  altogether  the  auscultatory  signs  of 
an  aneurysm  within  the  chest.  I  have  seen  several  such  cases. 
Quite  lately  in  this  hospital  I  had  a  patient  with  a  well-marked 
aneurysm  of  the  aorta  who  did  very  well  upon  Tufnell’s  diet,  but 
who  died  in  a  sudden  exacerbation  of  bronchial  catarrh.  There  was 
apparently  no  reason  why  this  condition,  which  had  been  well 
marked  on  admission,  but  had  almost  disappeared  under  treatment,, 
should  have  reappeared.  Some  interesting  and  instructive  remarks 
with  reference  to  the  bronchial  and  laryngeal  spasm  which  may 
accompany  thoracic  aneurysm  will  be  found  in  Dr.  Gairdner’s 
“  Clinical  Medicine.”  (Dr.  Vincent  Harris,  Lancet,  May  24,  p.  1110.) 

UNUSUAL  FORM  OF  AORTITIS  AND  THORACIC  ANEURYSM. 

At  the  Pathological  Society  of  Manchester  on  April  16,  1890,  Dr. 
Dreschfeld  showed  the  naked-eye  preparation  and  microscopic 
sections  of  a  case  of  aneurysm  of  the  aorta  due  to  subacute  aortitis. 
The  patient,  aged  31,  a  native  of  Havannah,  but  who  had  spent 
the  greater  part  of  his  life  in  Buenos  Ayres,  had  enjoyed  good 
health  till  three  months  before  death,  when  he  began  to  suffer  from 
a  slight  cough.  He  came  to  Europe  in  January,  went  to  Paris* 
where  he  suffered  from  influenza,  but  was  seized  one  day  with  great 
dyspnoea  and  hoarseness.  He  was  able,  however,  to  transact  his 
business,  and  came  to  Manchester  in  the  beginning  of  February. 
He  again  suffered  from  dyspnoea.  The  dyspnoea  was  entirely  expi¬ 
ratory,  and  the  physical  examination  of  the  chest  revealed  nothing 
but  a  small  dull  patch  on  the  right  side  of  the  sternum,  over 
the  second  and  third  intercostal  space.  No  bruit  could  be  heard, 
and  the  air  entered  both  lungs  equally  freely.  An  attempt  to  make 
a  laryngoscopic  examination  brought  on  a  violent  paroxysm  of 
dyspnoea.  The  dyspnoea  became  gradually  worse,  and  the  patient 
died  on  February  18th.  The  patient  never  had  syphilis,  and  was 
very  temperate.  The  post-mortem  examination  showed  an  aneurysm 
of  the  ascending  arch  of  the  aorta,  pointing  to  the  right,  and  com¬ 
pressing  the  lower  part  of  the  trachea.  The  heart  and  its  valves 
were  normal ;  the  thoracic  and  abdominal  aorta  showed  when  cut 
open  masses  of  soft,  red  raised  patches,  not  unlike  swollen  Peyer’s 
patches.  On  section  it  was  seen  that  these  patches  did  not  extend 
beyond  the  intima.  Close  to  the  origin  of  the  innominate  the  aorta 
showed  a  longitudinal  slit  in  the  intima,  and  this  led  to  the  aneurysm  $ 
the  walls  of  the  aneurysm  consisted,  close  to  the  neck,  of  the  media 
and  adventitia  of  the  aorta ;  the  media  graudally  thinned  off,  and 
the  aneurysmal  wall  then  consisted  simply  of  areolar  tissue.  The 
lower  rings  of  the  trachea  were  eroded,  and  parts  of  the  wall  of  the 
trachea  formed  the  posterior  boundary  of  the  aneurysm.  The 
muscles  of  the  right  half  of  the  larynx  appeared  paler  and  thinner 
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than  those  on  the  left.  Microscopic  examination  of  the  aorta  at 
different  levels  showed  the  intima  close  to  the  subepithelial  layer, 
infiltrated  with  leucocytes  and  proliferation  of  the  spindle  and  tissue- 
cells  normally  found  in  the  intima.  The  deeper  layers  of  the  intima, 
the  media  especially  near  and  around  the  blood  vessels,  and  tlm 
adventitia  showed  slight  cell  infiltration.  Nowhere  was  any  change- 
found  pointing  to  atheroma,  such  as  fatty  or  calcareous  or  hyaline 
changes.  The  naked-eye  and  microscopic  appearances  corresponded 
to  those  seen  in  acute  aortitis  ;  this  led  to  the  formation  of  a  dissect¬ 
ing  aneurysm,  and  this,  in  its  further  growth,  became  diffuse.  The 
purely  expiratory  dyspnoea  was  explained  by  the  erosion  of  the 
tracheal  rings  found  after  death.  The  trachea  ceased  to  be  a  rigid 
tube,  and  with  every  expiration  the  aneurysm,  which  bulged  into 
the  trachea,  was  pressed  against  the  posterior  wall  of  the  trachea 
and  partly  occluded  it.  It  was  difficult  to  assign  a  cause  for  the 
acute  aortitis.  The  symptoms  appeared  chiefly  after  the  patient 
had  influenza,  but  the  affection  must  have  been  of  longer  date- 
A  few  sections  examined  for  micro-organisms  gave  negative  results* 
(British  Medical  Journal,  April  26,  p.  962.) 


AFFECTIONS  OF  THE  RESPIRATORY  SYSTEM. 

ACUTE  PNEUMONIA.— Venesection  in. 

Venesection  is  another  means  that  requires  more  discussion  as 
regards  the  class  of  cases  to  which  it  is  applicable.  I  have 
resorted  to  it  only  exceptionally.  I  must  rather  say  that  far  more 
often  have  I  had  occasion  to  ask  myself,  when  the  issue  of  the  case 
has  gone  adversely,  Could  this  or  that  life  have  been  saved  by 
bleeding  P  Only  lately  a  man  of  about  middle  age  was  admitted  to 
Guy’s  Hospital  with  acute  pneumonia  of  one  lung,  in  whom  the 
acuteness  of  the  illness  and  the  distress  of  respiration  made  me 
much  inclined  to  resort  to  it,  but  the  man  had  been  afree  drinker  and 
was  so  wretchedly  wan  looking,  pale,  and  ill  that  I  did  not  dare. 
He  died  before  twelve  hours  had  passed,  and  at  the  post-mortem 
only  one  lung  was  affected,  and  again  I  was  sorry,  considering  the 
issue,  that  I  had  not  given  him  the  chance.  But  in  private  practice, 
at  any  rate,  bleeding  is  resorted  to  so  seldom  that  when  the  occasion 
comes  we  are  not  ready  for  it,  the  momentum  is  wanting,  or  the 
lancet  blunt  or  rusty,  and  the  opportunity  is  lost.  Possibly, 
however,  the  “  few  ”  leeches  of  a  well-known  practitioner  in  an 
adjoining  county,  whose  few,  on  one  occasion  of  which  I  have  heard, 
meant  twenty-four  to  thirty,  might  possibly  supply  some  part  of 
this  deficiency  and  enable  us  more  readily,  if  less  easily,  to  accom¬ 
plish  the  desired  result.  (Dr.  James  Frederick  Goodhart, 
Physician  to  Guy’s  Hospital,  London;  Reports,  1889,  p.  177.) 
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ACUTE  PNEUMONIA.— Alcohol  and  Food  in. 

As  regards  alcohol  and  food,  what  I  wish  to  say  applies  to,  I  may 
almost  say,  disease  in  general,  bat  it  so  happens,  that  a  case  of 
acute  pneumonia  induces  me  to  say  it.  Only  lately  I  saw  a  lady  of 
about  eight  and  twenty,  who  had  been  ill  for  five  days  with  acute 
pneumonia  of  the  left  lung.  She  was  a  small  bloodless-looking 
woman.  The  whole  of  the  left  lung  was  solid,  and  there  was 
a  suspicious  systolic  friction  sound  over  the  region  of  the  heart, 
which  made  the  question  of  pericarditis  an  open  one.  She  had  a 
temperature  of  104°,  a  pulse  of  130.  She  had  had  no  sleep  of  any 
account  or  value  since  the  onset  of  her  attack,  and  she  was  in  a 
talkative  excited  state  of  semi  delirium.  The  urine  contained  a 
sixth  of  albumin.  She  looked  exceedingly  ill,  but  one  thing 
inspired  me  with  hope,  and  that  was  the  condition  of  her  tongue, 
which  was  fairly  moist  and  not  particularly  furred,  and  as  it  was  a 
a  case  of  pneumonia,  and  the  temperature  showed  an  inclination 
downwards,  we  hoped  that  the  crisis  had  come,  and  no  alteration 
was  made  in  the  treatment  except  that  five  grains  of  Dover’s 
powder  were  given  night  and  morning.  She  was  having  liquid 
food  every  half  hour  in  small  quantity,  and  three  ounces  of  brandy. 
The  next  day,  instead  of  being  better,  she  was  rather  worse.  She 
had  been  delirious  all  night  without  sleep.  The  temperature 
had  risen  again.  She  had  been  picking  at  the  bedclothes. 
The  urine  was  still  fully  albuminous,  and  the  outlook 
very  unpromising.  But,  it  was  said,  she  was  taking 
food  well;  she  had  taken  milk  freely — I  think  three  pints 
in  the  night, — she  had  swallowed  a  whole  tin  of  Brand’s 
Essence,  and  all  but  six  ounces  of  brandy.  I  had  had  my  doubts 
-on  the  previous  day  about  even  the  three  ounces  of  brandy,  because 
on  inquiry  it  had  been  ascertained  that  in  health  she  took  prac¬ 
tically  nothing ;  a  very  occasional  glass  of  claret  was  all  that  she 
ever  had.  I  believe  that  woman  was  being  poisoned  by  meat 
extracts  and  alcohol,  and  we  acted  on  that  belief.  She  had  no 
more  brandy  and  no  more  Brand.  She  was  kept  for  the  next 
twenty-four  hours  on  milk  or  milk  and  water,  with  one  tablespoon¬ 
ful  of  champagne  at  intervals  of  two  hours  during  the  day.  Slowly 
during  the  day  she  became  more  composed,  and  with  a  little  opium 
at  night  she  got  four  hours’  sleep,  and  she  did  uninterruptedly  well. 
Now  no  one  could  be  more  ready  than  I  to  admit  the  danger  of 
drawing  conclusions  from  a  single  case  of  this  disease,  and  of  this 
kind  ;  nevertheless  one  cannot  resist  one’s  belief,  and  I  believe  that 
that  woman  would  have  died  if  we  had  persisted  in  “  keeping  her 
up.”  If  it  be  said  that  there  is  little  necessity  to  tell  my  readers 
what  this  case  suggests,  I  shall  reply  that  over  and  over  again  I 
leave  the  bedside,  asking  myself  the  question,  u  Are  we  not  doing- 
too  much  either  in  food  or  alcohol  ?”  and  it  is  my  conviction  that 
far  more  harm  is  done  by  drugging  with  meat  extracts  and  essences 
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and  alcohol  than  is  done  by  the  pharmacopoeia.  I  know  nothing 
that  requires  more  judgment  than  the  apportionment  of  food  and 
alcohol  to  the  needs  of  the  individual  and  of  his  disease  in  any  case 
of  grave  illness,  I  do  not  care  what  it  is,  and  yet  so  overridden  are 
we  by  teaching,  by  tradition,  by  what  I  will  call  the  consensus  of 
lay  opinion,  and  by  the  responsibility  attaching  to  the  case,  that 
there  is  no  medical  question  of  equal  importance  more  under  the 
control  of  what  can  hardly  be  called  else  than  impulse.  Years  ago 
I  remember  getting  a  good  deal  of  quite  unmerited  credit.  I  was 
seeing  a  poor  lady,  very  ill  with  acute  pneumonia,  and  as  we  were 
leaving  the  room  she  called  me  back  with  all  the  breath  she  could 
muster  to  say,  “  May  I  have  a  little  cold  water  P  ”  “  Water  !  ”  said 
I,  u  yes,  as  much  as  ever  you  like ;  ”  I  found  out  long  afterwards 
that  she  tells  all  her  friends  I  saved  her  life, — because  she  had 
been  prohibited  from  taking  anything  but  milk,  Valentine’s  meat 
extract,  brandy,  etc.  In  this  case  I  fancy  that  the  consent  to  the 
request  was  more  impulsive  than  the  prohibition,  for  it  made  no 
impression  upon  me  at  the  time,  but  with  added  experience,  and  in 
my  present  vein,  perhaps  there  was  something  in  it.  The  case  is 
at  any  rate  apropos  of  both  the  points  I  have  already  attempted  to 
make.  (Dr.  J.  F.  Goodhart,  Guy’s  Hospital  Reports,  1889,  p.  175.) 

DYSPNCEA.-  Due  to  Bronchial  Gland  Ulcerating  into  Trachea. 

At  the  Clinical  Society  on  Oct.  10th,  1890,  Mr.  R.  Parker  related  a 
a  case  of  sudden  and  fatal  dyspnoea  due  to  a  bronchial  gland  which 
had  ulcerated  into  the  trachea  of  a  child  aged  twelve  months.  The 
patient  was  an  infant  in  arms,  and  previously  to  the  onset  of  the 
dyspnoea  was  believed  to  be  in  perfect  health.  The  mother  at  the 
time  was  in  a  butcher’s  shop  buying  meat  for  her  husband’s  dinner; 
suddenly,  and  without  any  obvious  reason,  the  infant  was  seized  with 
mrgent  dyspnoea.  The  mother  ran  off  to  the  nearest  doctor,  who, 
recognising  the  urgency  of  the  case,  sent  it  on  to  the  East  London 
Children’s  Hospital.  On  its  admission,  the  house-surgeon  (Mr. 
Barker)  explained  the  dangerous  condition  to  the  mother,  and  that 
tracheotomy  might  be  necessary  at  any  moment.  The  mother,  how¬ 
ever,  would  not  consent  to  any  operation  without  first  consulting  her 
husband,  and  went  away  for  this  purpose.  Meanwhile  the  dyspnoea 
became  extremely  urgent,  and  tracheotomy  was  performed  by  the 
vesident  medical  officer  (Dr.  Hastings)  without  the  parents’  consent. 
Some  temporary  relief  was  afforded ;  but  a  foreign  body  which  was 
believed  to  be  the  cause  of  the  trouble  could  not  be  found,  nor  any 
other  satisfactory  explanation  for  the  dyspnoea.  The  child  died 
within  an  hour  and  a  half  of  the  commencement  of  the  attack.  At 
the  post-mortem  examination  a  caseous  gland,  which  had  ulcerated 
its  way  into  the  trachea,  was  found  just  above  the  bifurcation, 
occluding- one  bronchus  entirely.  There  had  been  no  symptoms  to 
attract  attention  to  such  a  condition.  (Lancet,  Oct.  18,  p.  820.) 
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INTUBATION  OF  LARYNX.— Advantages  of. 

Compared  with  tracheotomy,  I  would  say  that  the  advantages  of 
intubation  of  the  larynx  might  thus  be  summarised  :  (I)  readier 
consent  of  relatives,  (2)  greater  ease  and  rapidity  of  operation,  (3) 
anaesthetic  not  necessary,  (4)  subsequent  opening  of  the  wind-pipe 
is  not  precluded.  Its  disadvantages  are  connected  with  (1)  degluti¬ 
tion,  and  (2)  blocking,  coughing-out,  or  swallowing  of  the  tube. 
Also,  in  cases  of  laryngeal  diphtheria  or  membranous  croup,  it  may 
not  permit  of  such  free ‘local  treatment  of  the  upper  air  passage,  and 
membrane  might  be  pushed  in  front  of  the  tube,  and  so  cause 
occlusion.  I  think  the  latter  objection  more  of  the  nature  of  a 
hypothesis  than  of  a  well  ascertained  fact.  False  membrane  in  the 
larynx  is  usually  very  closely  adherent  to  the  subjacent  structures, 
and  its  detachment  is  not  so  easily  accomplished  by  artificial  means 
as  some  objectors  to  intubation  would  have  us  believe.  I  am  not 
conscious  of  having  encountered  this  mishap.  (Dr.  G.  Hunter 
Mackenzie,  p.  300.) 

LARYNGEAL  TUBERCULOSIS. 

Dr.  J.  Neumann  recently  communicated  to  the  Royal  Society  of 
Physicians  of  Buda-Pesth  an  account  of  his  experience  with  regard 
to  the  treatment  of  laryngeal  tuberculosis,  as  observed  during  three 
years  in  the  clinic  of  Professor  Navrati,  of  Buda-Pesth.  A  solution 
of  f  per  cent,  of  sulphate  of  zinc  mixed  with  from  1  to  2  per  cent, 
of  cocaine  was  useful  in  catarrh  of  the  larynx  and  trachea  in  tuber¬ 
culous  patients.  Sixty  cases  of  extensive  tuberculous  ulcers  of  the 
larynx  were  treated  with  insufflations  of  iodoform  with  the  result 
that  the  ulcers  became  clean  and  partly  covered  with  epithelium. 
No  cure,  however,  was  obtained  owing  to  the  general  weakness  of 
the  patients.  The  anodyne  effect  of  the  iodoform  on  tuberculous 
ulcers  was  often  surprising.  A  rather  large  quantity  of  the  powder 
should  be  insufflated.  Iodol  mixed  with  equal  parts  of  boric  acid 
was  a  milder  application  which  had  proved  servicable  in  300  cases. 
A  20  per  cent,  oily  solution  of  menthol  was  not  well  borne,  and 
had  no  great  effect.  In  the  final  stages  of  the  disease  the  applica¬ 
tion  of  from  5  to  15  per  cent,  of  cocaine  was  useful,  especially  as 
enabling  the  patient  to  swallow  with  comfort.  After  the  third 
brushing,  they  began,  after  eight  minutes,  with  antiseptic  in¬ 
sufflations  in  order  to  make  the  effect  more  complete.  Morphine 
mixed  with  pulvis  gummosus  or  iodol-boric  acid  was  used  more 
rarely.  Ice  poultices  and  ice  pills  also  effectually  relieved  pain. 
Of  fifty  patients  treated  with  lactic  acid,  three  remained  well  for 
a  long  time,  while  about  thirty  were  relieved  to  a  certain  extent, 
but  relapsed  and  died.  The  lactic  acid  was  never  hurtful,  but  was 
only  useful  in  ulcers.  Circumscribed  infiltrations  must  be  scraped 
away  with  the  sharp  spoon,  if  the  patient  is  strong  enough  to 
bear  it.  In  advanced  ulceration,  severe  treatment  should  not  be 
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employed.  With  regard  to  tracheotomy,  Dr.  Neumann  shared  the 
opinion  of  Schmidt  that  the  favourable  effect  of  the  operation  is 
due  to  the  copious  inhalation  of  oxygen  and  the  rest  given  to  the 
diseased  organ.  Of  eleven  patients  operated  upon,  six  died,  four  of 
whom  were  in  extremis  when  admitted ;  five  remained  alive.  The 
condition  of  the  larynx  was  ameliorated,  and  the  strength  increased. 
One  of  these  patients  had  now  been  under  observation  for  two 
years,  and  another  for  one  year.  They  no  longer  wore  the  cannula. 
(British  Medical  Journal,  March  29,  p.  747.) 

(ESOPHAGEAL  STRICTURE.— Treatment. 

Le  Fort  ( Bulletin  generate  Therapeutique,  January  15, 1890)  divides 
the  contractions  of  the  oesophagus  which  may  require  treatment  into 
two  great  classes — the  cicatricial  and  the  carcinomatous — and 
arrives  at  the  following  conclusions :  1.  As  to  the  cicatricial 

strictures:  He  believes  gastrostomy  to  be  a  dangerous  remedy, 
which  should  only  be  employed  in  the  last  extremity,  by  which  he 
does  not  mean  that  we  should  wait  until  the  patient  is  dying  from 
inanition,  but  that  we  should  at  first  employ  all  other  means, 
especially  dilatation.  It  is  necessary,  in  his  opinion,  to  use  sounds 
of  a  special  form  (which  he  figures),  passing,  in  the  first  place,  the 
very  finest  bougies,  which  enter  freely  into  the  stricture,  and  which 
sufficiently  dilate  it  to  enable  the  patient  to  swallow  liquids. 
After  this  all  urgency  is  passed,  and  we  can  take  the  time  required 
to  accomplish  a  complete  cure,  and  without  risking  the  life  of  the 
patient.  2.  As  to  gastrostomy  in  cancerous  contractions  of  the 
oesophagus,  the  mortality  is  enormous  (72  in  100  at  least)  and 
the  average  life  of  those  who  survive  the  operation  is  hardly 
more  than  two  months,  or  three  months  at  the  most.  It  seems 
therefore,  that  even  in  carcinomatous  cases  continuous  dilatation 
should  be  attempted.  Gastrostomy  is  only  justified  by  the  im¬ 
possibility  of  introducing  nourishing  drinks,  and  in  those  patients 
who,  having  retained  their  strength  and  reason,  suffer  from  the  fear 
of  death  by  starvation.  In  cicatricial  contractions  dilatation  in  the 
manner  which  has  been  indicated  should  be  tried  with  all  the  more 
energy  and  perseverance,  because  even  after  gastrostomy  it  is 
necessary  to  return  to  the  use  of  the  sound  in  order  to  dilate  the 
oesophagus.  In  either  class  of  cases  Professor  Le  Fort  refuses  to 
consider  gastrostomy  as  the  routine  treatment  of  contractions  of  the 
oesophagus.  (American  Journal,  March,  p.  299.) 

OZiENA.— Employment  of  Aristol  in. 

Iodide  of  thymol — or  aristol,  as  it  is  called — is  strongly  recom¬ 
mended  by  Dr.  Lowenstein,  of  Elberfeld,  in  ozsena.  He  gives  in 
the  Internationale  Klinische  Rundschau  several  cases  in  which  this 
remedy  proved  more  efficacious  than  any  other.  In  one  case  the 
patient,  who  had  previously  been  treated  with  iodoform,  would 
have  been  discharged  from  his  employment  on  account  of  the  smell 
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of  the  drag  ;  aristol  was  then  employed  with  the  most  satisfactory 
results,  the  fetor  vanishing,  the  ulcerations  healing,  and  the  scabby 
crusts  ceasing  to  form.  Dr.  Lowenstein  makes  use  of  insufflations, 
which  answer  very  well,  as  aristol  is  a  fine  powder.  He  also  paints 
ulcerated  spots  with  a  mixture  of  1  part  of  aristol  in  10  parts  of 
flexile  collodion.  It  is  necessary  to  keep  aristol  in  a  dark  glass 
bottle,  as  it  is  easily  acted  on  by  the  light.  It  may  be  remarked 
that  it  has  a  very  slight  but  not  unpleasant  odour,  and  that  it  is 
remarkably  cheap.  (Lancet,  July  5,  p.  38.) 

PHTHISIS.— Methods  of  Using1  Creasote  in. 

The  solution  used  for  inhalation  was  always  that  containing  equal 
parts  of  creasote,  alcohol,  and  chloroform.  This  combination  was 
very  acceptable  to  the  patients,  save  in  a  few  cases  in  which  it 
caused  nausea  and  gastric  distress  whenever  employed.  The  inha¬ 
lers  used  were  Dr.  Robinson’s  and  that  of  the  Brompton  Hospital. 
In  mild  cases  the  inhalations  were  administered  for  fifteen  minutes, 
every  two  or  three  hours ;  and  in  severe  ones,  every  hour  during 
the  day-time  and  every  three  hours  at  night.  From  ten  to  fifteen 
drops  of  this  solution  were  placed  upon  the  sponge  about  every  five 
hours  during  the  day,  twice  during  the  night.  The  writer  employed 
several  preparations  for  the  administration  of  creasote  by  the  mouth 
and  the  rectum.  At  first  he  relied  upon  the  solution  recommended 
by  Jaccoud,  and  composed  of  creasote,  nq  vj ;  glycerin,  §  j ;  and 
whisky,  §  ij.  This  was  well  borne  by  strong  stomachs,  but  presented 
the  disadvantage  that  the  dose  could  not  be  greatly  increased 
without  the  exhibition  of  an  undesirably  large  amount  of  glycerin 
and  whisky.  The  former  of  these  medicaments  in  large  quantities 
perhaps  engendered  gastric  distress  quite  as  much  as  the  creasote, 
and  produced  too  free  peristole  of  the  stomach.  The  use  of  whisky 
in  the  early  stages  seemed  contra-indicated  when  there  was  little 
need  of  stimulants,  and  also  exposed  patients  to  the  risk  of  con¬ 
tracting  an  undue  fondness  for  alcohol,  which  might  outlast  their 
disease.  For  these  reasons  the  writer  early  adopted  the  use  of  an 
emulsion  composed  of  cod-liver  oil,  40  parts,  and  mucilage  of  acacia, 
60  parts — each  drachm  containing  two  minims  of  creasote.  This 
was  generally  better  tolerated  than  the  glycerin  and  whisky, 
particularly  when  given  after  food.  In  suitable  cases  the  emulsion 
was  given  every  two  hours,  and  the  dose  increased  up  to  the 
point  of  toleration,  which,  in  the  majority  of  the  cases,  was  about 
ten  or  twelve  minims  per  diem.  (Dr.  W.  TI.  Flint,  p.  202.) 

PLEURAL  EFFUSIONS.— Salicylate  of  Soda  in. 

As  far  back  as  1883  Aufrecht  ( Therapeut .  Monatshefte )  called 
attention  to  his  “  decided  results  ”  in  this  treatment,  and  recommended 
“  in  all  recent  cases  of  pleural  exudation  to  administer  salicjdate 
of  sodium.”  Tetz,  who  has  for  several  years  tried  the  remedy,  has 
recently  recorded  his  opinion,  in  which  he  states  his  belief  that  his 
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success  completely  confirms  Aufrecht’s  views.  He  was  as  much 
struck  by  its  action  here  as  in  acute  rheumatism,  and  is  confident 
that  with  very  few  exceptions  this  remarkable  action  will  always 
be  found.  His  experience  hitherto  has  convinced  him  that  the 
average  time  of  treatment  is  much  shorter  than  in  other  methods. 
Although  it  acts  most  promptly  and  certainly  in  recent  cases,  he 
has  seen  collections  of  fluid  of  several  weeks’  standing  yield  to  it ; 
and  this  not  only  in  primary  but  also  in  secondary  pleurisies.  As 
an  example  he  gives  the  case  of  a  woman,  about  forty  years  of  age, 
in  whom  a  slight  left-sided  pleurisy  existed  for  two  and  a  half 
weeks.  Treatment  did  not  seem  to  have  much  effect,  but  the  day 
following  administration  of  salicylate  she  was  much  better,  and 
there  was  a  distinct  advance  in  clearing  up  of  the  dulness  and 
return  of  breathing,  while  in  four  days  all  trace  had  disappeared. 
In  the  case  of  a  young  man,  in  whom  the  effusion  had  remained  so 
long  that  paracentesis  was  proposed,  this  drug  rapidly  succeeded. 
With  regard  to  secondary  pleurisies,  the  case  is  quoted  of  a  patient 
who  had  undergone  amputation  of  the  thigh  for  chronic  disease  of 
the  knee  joint,  and  suffered  from  fistula  in  ano.  After  he  had  been 
some  time  in  hospital  moderate  pleural  effusion  was  discovered, 
which  disappeared  under  salicylate.  Here  the  effusion  was  looked 
upon  as  of  tuberculous  origin,  and  the  subsequent  history  proved 
this  to  be  correct,  as  the  patient  died  of  phthisis  some  months  later. 
The  drug  was  given  in  15  grain  doses,  at  first  four  or  five  times  daily, 
later  on  three  or  four  times  a  day  for  a  little  over  a  week.  Tetz 
states  that  his  experience  has  taught  him  that  pus  might  be 
suspected  if  after  the  first  few  days  the  fever  had  not  disappeared, 
the  condition  not  improved,  and  the  diuresis  not  increased.  He  did 
not  think  that  the  action  of  the  salicylate  was  that  of  a  diuretic, 
but  was  inclined  to  regard  it  as  a  specific.  (Practitioner,  Oct.  p.  290.) 

PULMONARY  PHTHISIS.— Treatment. 

Koch’s  views  on  the  treatment  of  phthisis  pulmonalis  have  received 
interesting  support  from  the  experience  of  a  chemist,  Herr  Reuter, 
made  public  in  April  last  at  a  full  meeting  of  the  Lower  Austrian 
Industrial  Union.  Koch,  it  will  be  remembered,  maintained  at  the 
Berlin  Congress  that  among  the  remedies  capable  of  bringing  the 
malady  to  a  standstill  the  salts  of  gold  and  silver  are  of  the  greatest 
value,  and  that  among  these  the  first  place  must  be  given  to  “cyan- 
gold.”  Reuter,  who,  as  director  of  great  fabriques  of  metallic  wares 
at  home  and  abroad,  paid  particular  attention  to  those  in  which  the 
articles  in  question  were  galvanically  gilded  or  silvered,  observed 
that  in  the  latter  industry  the  employes  who  had  consumptive  or 
tubercular  symptoms,  some  indeed  who  suffered  from  haemoptysis, 
found  marked  relief  in  their  work,  and  continued  to  improve  so 
rapidly  that  in  a  few  weeks  their  return  to  health  was  assured. 
The  favourable  impression  made  on  Reuter,  as  to  the  curative 
effects  of  the  gold  and  silver  industry  on  phthisis,  he  found  con- 
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firmed  by  the  testimony  of  employes  of  every  age  in  these  establish¬ 
ments — men,  young  and  old,  who  had  the  well-known  symptoms 
of  pulmonary  consumption,  even  at  an  advanced  stage,  rapidly 
getting  well  as  they  continued  from  week  to  week  at  work.  Further 
investigations  strengthened  that  impression  still  more,  till  he  had 
satisfied  himself  that  for  the  disease  in  question  a  healing  virtue 
resides  in  the  prussic  acid  generated  particularly  in  those  work¬ 
shops  where  “  cyan-metals  ”  dissolved  in  “  cyan-kalium  ”  are  used. 
Impressed  by  Koch’s  views,  the  Medical  Association  of  Vienna  has 
since  bestowed  special  consideration  on  .Reuter’s  experiences  em¬ 
bodied  in  the  paper  read  before  the  Lower  Austrian  Industrial 
Union  last  April,  and,  while  admitting  the  confirmation  given  to 
those  views  by  Reuter,  it  is  of  opinion  that  the  honour  of  priority  in 
discovering  the  efficacy  of  gold  and  silver  salts  in  the  treatment  of 
phthisis  pulmonalis  belongs  undoubtedly  to  the  latter.  (Lancet, 
Aug.  30,  p.  458.) 

PULSATING  PLEURISY. 

Dr.  Osier  records  the  following  case  ( International  Journal  of  Med . 
Sciences).  A  man  of  twenty-three  developed  an  acute  pleurisy  on  the 
left  side  after  a  strain.  A  large  effusion  collected,  requiring  aspira¬ 
tion,  when  fifty  ounces  of  clear  serum  were  removed ;  three  days 
later  two  quarts  of  slightly  turbid  serum.  He  was  much  relieved 
temporarily,  but  seventeen  days  later  the  following  note  was  made  : 
“In  the  recumbent  posture  the  note  is  hyper-resonant  to  the  lower 
border  of  the  third  rib.  Just  below  the  nipple  it  is  distinctly 
tympanitic  ;  from  this  point  into  the  axilla  there  is  dulness.  When 
he  turns  on  his  right  side  the  entire  left  axilla  is  resonant.  There 
is  amphoric  breathing  from  the  third  rib,  best  marked  in  the  lower 
axilla  where  the  percussion  note  is  dull.  There  was  noted  to-day 
in  the  fourth,  fifth,  and  sixth  interspaces  in  the  mid-axillary  line  a 
remarkable  pulsation.  The  whole  side  received  a  very  positive 
shock,  systolic  in  time,  and  synchronous  with  the  cardiac  impulse 
in  the  third  right  interspace  just  above  the  nipple ;  the  hand 
placed  on  the  left  side  is  distinctly  lifted  with  the  impulse.  When 
he  lies  towards  the  right  side,  the  pulsation  in  the  left  axilla  is  a 
little  more  marked  than  when  he  lies  flat  on  his  back.”  A  few 
days  after  this  note  was  taken  a  free  incision  was  made  into  the 
pleural  cavity,  and  three  pints  of  pus  were  evacuated.  After  this 
the  man  made  satisfactory  progress,  and  he  ultimately  recovered — 
of  course  with  some  falling  in  of  the  side.  Dr.  Osier  attributes  the 
pulsation  to  the  extreme  distension  of  the  pleura,  and  believes  that 
there  was  pneumothorax  throughout,  although  at  first  the  signs  of 
it  were  masked.  (Practitioner,  Oct.,  p.  291.) 

PYOTHORAX  SUBPHRENICUS. 

Scheurlen  ( Charite  Annalen ,  p.  158,  1890;  also  in  Revue  des  Scien¬ 
ces  Medicates ,  April  15ih,  1890)  records  two  new  cases  of  pyothorax 
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subphrenicus,  and  he  has  collected  32  similar  histories.  Pyopneu¬ 
mothorax  was  present  in  13  cases ;  in  15  cases  the  disease  was 
situated  in  the  left  side,  19  times  on  the  right.  In  hut  17  cases  an 
ante-mortem  diagnosis  had  heen  made  ;  operative  measures  had 
been  taken  in  15  cases,  in  6  of  which  recovery  took  place.  The 
causes  of  the  abscess  were  :  ulcer  of  the  stomach,  11  cases ;  ulcer  of 
the  duodenum,  4  cases ;  inflammation  and  perforation  of  the  vermi¬ 
form  appendix,  6  cases  ;  wound  causing  sanguineous  effusion,  which 
ultimately  became  purulent ;  abscess  of  the  liver  or  suppurating,  3 
cases  ;  abscess  of  the  spleen,  2  cases  ;  and  lastly,  in  three  cases  no 
appreciable  cause  could  be  discovered.  As  a  matter  of  clinical 
diagnosis,  it  frequently  happens  that  the  primary  lesion  is  unrecog¬ 
nised,  in  which  case  the  pyothorax  appears  to  rise  spontaneously. 
The  diagnosis  between  a  pyothorax  upon  the  diaphragm  and  one 
below  that  structure  presents  serious  difficulties.  Empyema  ordin¬ 
arily  follows  a  pneumonia,  or  tuberculosis,  or  the  puerperal  state. 
When  these  causes  are  absent,  the  physician  should  begin  to  con¬ 
sider  the  question  of  subdiaphragmatic  abscess.  Attention,  too, 
should  be  paid  to  the  severe  pain  in  the  hypochondrium,  which  is 
reflected  to  the  shoulder,  to  the  want  of  proportion  between  the 
local  and  the  general  symptoms,  the  physical  signs  corresponding  to 
a  moderate  pleuritic  effusion,  while  at  the  same  time  there  is  very 
high  fever,  prostration,  and  delirium.  In  more  than  half  the  cases 
there  is  secondarily  an  exudative  pleurisy.  (Dr.  MacDonnell’s 
Retrospect,  Montreal  Med.  Journal,  July,  p.  19.) 

WHOOPING  COUGH.— Bromoform  in. 

Stepp  reported  a  hundred  cases  of  whooping-cough  in  which 
bromoform  was  used  with  success  ( Deutsche  med.  Wochenschrift, 
1889,  Nos.  31,  44),  and  recently  Dr.  Neumann  has  treated  sixty- 
one  cases  with  this  drug,  or  with  antipyrin,  phenacetin,  quinine, 
resorcin,  or  benzoin  (insufflations).  Fifteen  of  the  patients  were 
less  than  a  year  old,  and  a  number  of  the  cases  were  severe  in 
character  though  there  were  few  serious  complications.  Bromo¬ 
form  is  conveniently  administered  suspended  in  sweetened  water, 
half  a  drop  to  a  drop  every  two  hours  to  a  child  two  years  old. 
The  intensity  and  the  number  of  attacks  in  the  twenty-four  hours 
is  diminished.  The  duration  of  the  disease  is  not  shortened, 
according  to  Dr.  Neumann,  though  Stepp  is  of  the  opinion  that 
this  is  also  a  result  of  its  action.  It  is  harmless,  not  difficult  to  ad¬ 
minister,  and  is  worthy  of  a  trial,  though  it  is  no  more  a  specific 
than  are  quinine  and  antipyrin. 

Dr.  Lowenthal(  Therapeutische  MonatshefteJ uly ,1890)  after  testing 
the  drug  in  more  than  one  hundred  cases,  is  more  enthusiastic  about  its 
results  than  some  others.  It  is  important  to  use  a  preparation  which  is 
perfectly  clean  and  has  not  become  discoloured  through  decomposi¬ 
tion  by  exposure  to  the  light.  Children  up  to  one  year  of  age  may 
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have  2  to  4  drops  three  times  a  day,  from  two  to  four  years  3  to  4 
drops  three  or  four  times  a  day.  Up  to  eight  years  4  or  5  drops 
three  or  four  times  a  day,  according  to  the  number  and  intensity  of 
the  attacks.  The  good  effects  of  the  drug  were  apparent  some¬ 
times  on  the  second  or  on  the  third  or  fourth  day.  The  course  of 
the  disease  is  shortened,  the  children  being  relieved  in  from  two  to 
four  weeks.  The  appetite  is  improved ;  in  simple  cases  languor 
and  drowsiness  were  noticed  after  each  administration  of  the 
bromoform.  In  one  case — a  weakly  child  fifteen  months  old — - 
where  too  large  a  dose  had  probably  been  given,  narcosis  ensued. 
Recovery  followed  the  subcutaneous  injection  of  ether,  and  camphor 
administered  in  powder.  Dr.  Lowenthal  believes  bromoform  to  be 
more  favourable  than  any  other  treatment  of  pertussis.  (American 
Journal  Medical  Science,  Sept.  p.  284.) 

WHOOPING  COUGH.— Bromoform  in. 

I  have  in  all  used  bromoform  in  fifty- one  cases  of  whooping  cough, 
and  still  have  several  under  observation  ;  and  there  is  no  question 
but  that  it  is  the  best  known  remedy  when  properly  applied. 
Owing  to  its  discoloration  and  extreme  volatility,  I  have  adminis¬ 
tered  it  from  dark  bottles,  or  bottles  protected  from  the  light,  and 
very  well  stoppered.  If  bromoform  turns  brown,  then  it  contains 
free  bromine  and  should  not  be  administered.  The  doses  required 
were  the  following :  For  children  under  and  up  to  one  year  of  age, 
two  to  three  drops  three  times  a  day ;  children  from  two  to  four 
years  of  age,  three  to  four  drops  three  or  four  times  a  day,  depend¬ 
ing  on  the  severity  of  the  case ;  children  until  eight  years  of  age, 
four  to  six  drops  three  or  four  times  a  day.  The  doses  were  usually 
increased  on  the  third  day,  sometimes  after  the  fourth  day  of 
treatment,  and  in  very  severe  cases  on  the  second  day  of  treat¬ 
ment,  by  gradually  adding  one  drop  to  the  usual  dose.  The 
quantity  ordinarily  required  for  a  cure  was  from  ten  to  fifteen 
grammes,  although  sometimes  five  grammes  was  enough ;  in  severer 
cases  twenty  grammes,  and  even  more,  was  required.  Owing  to  its 
extreme  volatility,  I  could  not  in  most  cases  exactly  determine  just 
how  much  bromoform  had  been  used.  The  time  required  for  a 
cure  was  variable  ;  in  some  cases  ten  days  of  treatment  was  enough 
to  effect  a  cure,  others  required  almost  four  weeks.  About  seventy- 
five  per  cent,  could  be  discharged  cured  between  two  and  three 
weeks  after  steady  treatment,  where  no  other  complications  existed. 
Bromoform  should  be  given  in  a  small  teaspoonful  of  water. 
Owing  to  its  weight  it  sinks  to  the  bottom  of  the  spoon,  and  great 
care  must  therefore  be  taken  to  see  that  the  child  swallows  the 
bromoform,  and  that  it  does  not  remain  in  the  spoon.  I  did  not 
experience  any  difficulty  in  giving  it  to  children,  as  bromoform 
has  a  pleasant  taste  and  was  very  readily  taken  by  such  patients. 
(Dr.  Louis  Fischer,  Physician  to  the  Children’s  Department,, 
German  Policlinic,  New  YArk  Medical  Record,  Sept.  6,  p.  259.) 
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ACUTE  PERITYPHLITIC  ABSCESS.— Method  of  Opening1. 

The  only  safe  way  of  opening  these  abscesses  is  by  methodical  and 
careful  dissection,  layer  by  layer  being  divided  by  an  ample  incision 
placed  through  the  longer  axis  of  the  tumor.  The  vicinity  of  pus 
will  become  manifest  by  the  discoloration  and  condensation  of  the 
tissues.  When  the  abscess  is  opened  and  the  bulk  of  its  contents 
has  escaped,  a  gentle  exploration  by  the  index  finger  is  advisable  to 
detect  recesses  or  a  foreign  body.  But  all  rough  treatment  of  the 
walls  of  the  cavity  by  scraping,  tearing,  or  rude  squeezing  is 
reprehensible,  as  it  may  lead  to  inward  rupture.  For  the  same 
reason  search  for  and  removal  of  the  ulcerated  or  necrosed  appendix 
from  the  abscess  is  to  be  avoided  as  unnecessary  and  dangerous. 
Two  drainage-tubes  are  slipped  into  the  cavity  and  fastened  in  the 
usual  manner.  They  will  facilitate  irrigation  without  causing  un¬ 
due  distention.  A  daily  change  of  dressings  will  be  required  for 
the  first  week  or  ten  days.  As  soon  as  the  discharge  becomes 
scanty  and  serous,  the  tube  should  be  removed.  (Dr.  Gerster, 
Surgeon  to  the  German  and  Mount  Sinai  Hospitals,  New  York ; 
New  York  Medical  Journal,  July  5,  p.  10.) 

BILIARY  FISTULA.-The  Secretion  of  Bile  in. 

In  the  Proceedings  of  the  Royal  Society  Mr.  A.  W.  Mayo  Robson 
makes  a  careful  report  on  the  analysis  and  daily  secretion  of  bile  in 
a  case  of  biliary  fistula.  He  concludes  that  bile  is  probably  excre- 
mentitious ;  that,  while  it  may  assist  in  the  digestion  of  fat,  it  is 
not  necessary  to  digest  such  an  amount  as  is  capable  of  supporting 
life  and  nutrition ;  that  increase  of  body  weight  and  good  health 
are  compatible  with  the  absence  of  bile  from  the  intestines ;  that  its 
antiseptic  properties  are  unimportant ;  that  its  supposed  stimulating 
effect  on  the  intestinal  walls  is  not  necessary  for  regular  defecation ; 
that  more  bile  is  secreted  during  the  night  than  during  the  day  ; 
that  the  excretion  is  regular  and  unaffected  by  diet ;  that  the  pig¬ 
ment  of  fresh  bile  is  biliverdin ;  and  that  supposed  cholagogues 
(calomel,  euonymin,  rhubarb,  podophyllin,  iridin,  turpentine,  and 
benzoate  of  sodium)  do  not  increase  the  excretion  of  bile,  though 
carbonate  of  sodium  in  aerated  water  produces  an  increased  flow, 
(N.  Y.  Medical  Journal,  Aug.  23,  p.  213.) 

CANNABIS  INDICA  IN  GASTRIC  DISORDERS. 

A  very  useful  contribution  to  our  knowledge  on  the  treatment 
of  the  various  varieties  of  indigestion  is  published  in  the  Deutsche 
Medicinische  Wochenschrift  of  August  14th  and  21st  of  this  year, 
by  Dr.  G.  See,  who  has  dealt  with  the  same  topic  before  the  Acad¬ 
emy  of  Medicine.  After  a  full  discussion  of  the  forms  of  indigestion 
that  are  recognised,  and  the  use  of  cannabis  indica  in  their  treat¬ 
ment,  Dr.  See  arrives  at  the  following  conclusions:  1.  The  most 
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convenient  form  in  which  to  employ  the  drug  is  the  extract  in  doses 
of  about  three-quarters  of  a  grain  daily,  divided  into  three  portions. 
Above  this  dose  the  drug  is  apt  to  produce  unpleasant  effects. 
(The  French  extract  is  stronger  than  the  English.)  2.  The  drug 
was  chiefly  tried  on  the  non-organic  affections  of  the  stomach. 
These  were  divided  into  two  groups.  The  first  included  cases  in 
which  the  gastric  juice  was  altered  in  composition,  especially  if 
there  was  an  excess  of  hydrochloric  acid.  The  second  group  con¬ 
sisted  only  of  cases  of  gastro-intestinal  neuroses,  in  which  there  was 
no  change  in  the  digestive  juices.  3.  All  these  affections — dyspep¬ 
sias  and  neuroses — were  characterized  by  five  sets  of  symptoms, 
occurring  in  various  proportions,  (a)  Pain,  local  or  radiating,  aris¬ 
ing  spontaneously  or  after  food.  The  variations  in  appetite  belong 
to  this  group,  (b)  Atony  of  the  stomach,  with  or  without  dilata¬ 
tion,  is  almost  always  present.  Vomiting  is  more  frequent  in  the 
neurotic  cases,  (c)  Flatulence  and  eructation  occur  in  most  cases  : 
in  the  neuroses  the  gas  consists  chiefly  of  air  which  has  been 
swallowed ;  gases  formed  by  decomposition  arise  from  lactic  or 
acetic  acid  fermentation,  and  not  from  excess  of  hydrochloric  acid. 
These  gases  are  the  cause  of  the  painful  symptom  known  as 
“  heartburn.”  ( d )  The  gastric  digestion  of  flesh  food  and  albumin¬ 
oids  is  little  affected  when  hydrochloric  acid  only  is  in  excess,  but 
it  is  deficient  when  too  much  lactic  or  acetic  acid  is  present,  and 
completely  in  abeyance  when  there  is  deficiency  of  acid.  In  the 
neurotic  cases  gastric  digestion  is  normal.  Constipation  is  the  rule 
in  most  cases,  (e)  In  this  last  group  are  placed  the  varied  symp¬ 
toms — -giddiness,  migraine,  palpitation,  agoraphobia,  &c.  4.  Can¬ 

nabis  indica  gives  relief  from  pain  and  increases  the  appetite  in 
all  cases,  no  matter  on  what  causes  the  pain  and  loss  of  appetite 
may  depend.  If,  however,  too  much  hydrochloric  acid  be  excreted, 
it  is  better  to  aid  the  action  of  the  drug  by  large  doses  of  bicarbon¬ 
ate  of  soda,  given  about  four  hours  after  food.  Cannabis  indica 
has  no  beneficial  action  on  the  atonic  state  of  the  stomach,  but  it 
relieves  vomiting  and  cramp  of  the  stomach.  The  drug  has  no 
direct  influence  in  checking  flatulence,  but  it  aids  the  expulsion  of 
the  gas  and  diminishes  heartburn.  The  digestion  of  food  is  im¬ 
proved,  if  the  failure  depends  upon  neuro-paralytic  conditions,  or  is 
rendered  painful  by  an  excess  of  acid,  but  no  improvement  is 
produced  if  the  disorder  is  caused  by  a  want  of  acid.  As  regards 
the  other  symptoms— giddiness,  sleeplessness,  palpitation,  and  the 
like, — some  relief  is  generally  experienced  by  the  use  of  this  drug, 
but  no  alteration  for  the  better  is  noticed  in  the  hypochondriacal, 
hysterical,  or  neurasthenic  conditions.  In  short,  cannabis  indica 
may  be  said  to  be  a  true  sedative  to  the  stomach,  without  causing 
any  of  the  inconveniences  experienced  after  administration  of  opium, 
•chloral,  or  the  bromides.  It  should  be  combined  with  the  use  of 
alkalies  in  large  doses,  and  with  mild  aperients.  (Lancet,  Sept.  20.) 
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CIRRHOSIS  OF  THE  LIVER. 

At  the  meeting  of  the  British  Medical  Association  (Birmingham, 
1890),  a  discussion  on  this  subject  was  opened  by  Dr.  Saundby, 
who  said  modern  pathological  investigation  has  distinguished  ten 
varieties  of  cirrhosis  of  the  liver,  viz.:  1,  Alcoholic;  2,  cardiac; 
3,  biliary;  4,  diffuse  syphilitic;  5,  gummatous;  6,  tubercular; 
7,  malarial;  8,  scarlatinal;  9,  rachitic;  10,  diabetic.  Some  of 
these  forms,  notably  the  tubercular,  the  scarlatinal,  and  the  diabetic 
have  no  clinical  history  whatever,  and  this  also  to  a  considerable 
extent  is  true  of  the  cardiac  and  gummatous  varieties.  In  all  of 
these  the  lesion  may  be  so  slight  as  to  give  rise  to  no  signs  during 
life  except  some  enlargement  of  the  liver.  On  the  other  hand, 
their  naked-eye  and  microscopic  appearances  are  usually  charac¬ 
teristic  and  readily  recognised  post  mortem.  These  are  illustrated 
hy  specimens  of  livers  and  microscopical  sections.  Clinical 
interest  centres  in  the  alcoholic  form  with  its  usually  well-marked 
symptoms.  But  it  is  important  to  note  that  this,  too,  may  exist 
without  causing  such  derangement  of  health  as  to  call  for  medical 
assistance.  In  these  cases  there  is  no  ascites,  but  there  is  a  great 
liability  to  death  from  haematemesis,  due  to  the  rupture  of  the 
dilated  gastric  or  oesophageal  veins  by  which  the  blood  from  the 
portal  system  reaches  the  superior  vena  cava.  Yet  the  condition 
of  these  patients  is  greatly  to  be  preferred  to  that  of  those  who, 
swollen  with  ascites,  are  wholly  invalided.  It  is  therefore 
desirable  to  attempt  to  reduce  the  latter  to  the  former  condition. 
This  may  be  done  by  early  and  repeated  tapping,  and  a  case  of  six 
years’  standing  is  shown  to  illustrate  it.  Pathological  specimens 
of  the  varicose,  gastric,  and  oesophageal  veins  are  also  exhibited. 
The  not  uncommon  termination  of  alcoholic  cirrhosis  with  symp¬ 
toms  of  malignant  jaundice  is  emphasized.  The  symptoms,  where 
any  occur,  and  pathological  characters  of  the  other  forms  are  briefly 
sketched.  Special  attention  is  directed  to  rachitic  cirrhosis,  which 
is  frequently  supposed  to  be  syphilitic — a  view  that  receives  some 
support  from  the  benefit  derived  from  the  use  of  mercury  (calomel 
or  gray  powder)  in  small  doses. 

Alcoholic  Cirrhosis. — The  first  variety,  or  alcoholic  cirrhosis,  was 
the  most  commonly  met  with,  and  had  been  first  described  by 
Laennec.  This  form  of  cirrhosis  was  usually  met  with  in  adult 
males  and  was  distinctly  due  to  the  use  of  alcohol.  In  this  form 
of  cirrhosis  it  was  noticeable  that  those  patients  who  had  haema- 
temesis  escaped  ascites,  and,  on  the  other  hand,  those  who  had 
ascites  usually  escaped  haematemesis.  As  symptoms  of  alcoholic 
cirrhosis  there  were  to  be  mentioned  various  forms  of  dyspeptic 
symptoms,  subicteric  discolouration  of  the  skin,  sometimes  going 
as  far  as  jaundice.  The  ‘presence  of  urobiline  in  the  urine  was  a 
notable  feature.  There  was  nothing  in  the  condition  of  the  spleen 
pathognomonic  of  the  disease.  That  organ  was  usually  enlarged 
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in  alcoholic  cirrhosis.  Ascites  was  present  in  a  large  percentage  of 
all  cases  of  alcoholic  cirrhosis.  But  this  was  by  no  means  always 
the  case.  Dr.  Saundby  mentioned  the  case  of  a  man  with  hsemate- 
mesis  who,  when  examined  post  mortem,  had  had  typical  hobnailed 
liver,  although  he  had  never  exhibited  any  ascitic  symptoms.  In 
that  case  there  had  been  great  dilatation  of  the  collateral  veins. 
As  a  rule  then,  the  opening  out  of  the  collateral  circula¬ 
tion,  which  gave  rise  to  hasmatemesis,  was  likely  to  free  the  patient 
from  ascites.  As  to  the  pathology  of  this  form  of  cirrhosis,  the  new 
formation  spread  through  the  canals  and  probably  sometimes 
affected  the  acini.  Dr.  Saundby  then  explained  that,  by  means  of 
frequent  tapping,  many  such  cases  of  ascites  might  be  cured  for  a 
shorter  or  longer  period.  He  introduced  a  patient  who  had  six 
years  ago  had  ascites  and  had  been  frequently  tapped  for  it.  This 
man  was  now  in  fairly  good  health,  and  went  to  his  work  regularly. 
ITe,  however,  continued  to  drink  about  three  pints  of  beer  daily, 
but  no  gin  or  other  spirit.  The  man  looked  sickly,  but  was  in  a 
condition  which,  if  he  had  been  rich,  would  have  been  considered 
quite  satisfactory.  Many  of  the  patients  were  hopeless  drunkards 
but  even  in  these  a  year  or  two  of  comparatively  good  life  might  be 
hoped  for  by  tapping.  Dr.  C.  Murchison  was  the  first  to  recommend 
repeated  tapping  as  a  treatment  in  alcoholic  cirrhosis.  In  these 
cases  tapping  should  be  repeated  time  after  time.  This  was  a  great 
novelty  in  modern  times,  for  when  he  was  a  student  it  was  the 
custom  to  give  a  diuretic  or  purgative  in  cases  of  alcoholic  cirrhosis, 
and  then,  if  these  did  not  succeed  in  removing  the  fluid,  the  case 
was  considered  hopeless  and  left  to  die.  There  were,  he  knew,  many 
who  made  use  of  the  practice  of  repeated  tapping ;  but  even 
yet  there  were  very  many  who  did  not  avail  themselves  as  much  as 
they  might  do  with  advantage  of  this  slight  operation. 

Cardiac  Cirrhosis. — With  regard  to  cardiac  cirrhosis,  that  was 
clinically  of  slight  importance,  as  it  led  to  no  symptoms  and  was 
merely  caused  by  congestion  of  the  liver  accompanying  chronic  bron¬ 
chitis  or  other  affection  of  the  lungs  and  heart.  The  liver  in  such 
cases  was  enlarged  and  tender.  There  was  frequently  slight  jaundice. 
The  new  growth  spread  from  the  radicles  of  the  hepatic  vein. 

Biliary  Cirrhosis  was  an  interesting  form  of  the  disease  and  not 
so  well-known  as  alcoholic  cirrhosis.  It  was  of  the  hypertrophic 
variety.  Charcot  said  that  such  hypertrophied  livers  might 
subsequently  become  contracted.  There  was  in  this  case  prolifera¬ 
tion  of  the  bile-ducts.  The  prognosis  was  very  unfavourable  and 
terminated  in  death.  Ascites  was  for  the  most  part  absent  as  a 
symptom  of  this  form  of  cirrhosis. 

Syphilitic  Cirrhosis  was  most  met  with  in  children  with  inherited 
syphilis.  The  liver  in  such  cases  was  smooth  and  tough  on  section. 
This  was  a  diffused  lesion,  attacking  the  liver  cells  by  cell-growth. 
Its  treatment  was  antisyphilitic  in  character. 
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Gummy  Cirrhosis  hardly  deserved  the  appellation  of  cirrhosis, 
and  the  prognosis  was  unfavourable  only  in  severe  cases.  Under 
the  microscope  the  fibrous  tissue  was  seen  around  the  cells. 

Tubercular  Cirrhosis  was  so  little  recognised  that  he  almost 
expected  that  its  existence  would  be  denied.  However,  it  certainly 
occurred,  and  he  had  met  with  two  cases  of  it.  The  liver  was 
large  and  smooth  in  such  cases,  and  there  was  trabecular  network 
around  the  lobules.  There  was  enormous  development  of  the 
biliary  radicles  in  one  case. 

Malarial  Cirrhosis. — In  such  cases  the  liver  was  often  enlarged 
and  pigmented.  This  complaint  no  doubt  arose  from  frequent 
malarial  attacks.  The  lobules  were  invaded,  as  well  as  surrounded, 
by  the  new  growth  in  this  affection. 

Scarlatinal  Cirrhosis  was  only  known  to  pathologists. 

Rachitic  Cirrhosis  was  sometimes  noticed  in  rickety  children. 
Oastro-intestinal  catarrh  was  a  symptom  of  this  form  of  the  disease, 
and  it  resembled  in  some  respects  hereditary  syphilis  of  the  liver. 
The  spleen  was  enlarged  in  these  cases. 

Diabetic  Cirrhosis. — The  description  of  diabetic  cirrhosis  was  due 
to  French  pathologists.  It  was  certainly  a  rare  affection.  It  was 
not  very  rare  to  see  some  amount  of  cirrhosis  in  the  livers  of 
patients  dying  of  diabetes.  Hanot  mentioned  that  this  form  of 
cirrhosis  commenced  in  the  hepatic  radicles.  The  condition  was 
often  associated  with  bronzing  of  the  skin.  The  most  common  form 
of  alcoholic  cirrhosis  was  often  hypertrophic  at  first.  Hr.  Saundby 
concluded  his  paper  by  explaining  that  he  had  taken  the  method  of 
classification  by  causation  as  the  most  useful.  (New  York 
Medical  Record,  Aug.  30,  p.  245.) 

EPITHELIOMA  OF  TONGUE.— “PRE-CANCERQUS  STAGE,”— 
Meaning  of  the  Term. 

These  words  were  first  used  by  Mr.  Hutchinson.  In  the  British 
Medical  Journal,  1872,  vol.  i,  p.  5,  he  says  :  I  have  often  explained 
and  enforced  the  doctrine  of  a  pre-cancerous  stage  of  cancer,  in  the 
hope  that,  by  its  aid,  a  better  comprehension  of  the  importance  of 
adequate  and  early  treatment  might  be  obtained.  According  to  this 
doctrine,  in  most  cases  of  cancer  of  the  penis,  lip,  tongue,  skin,  &c., 
there  is  a  stage, — often  a  long  one, — during  which  a  condition  of 
chronic  inflammation  only  is  present,  and  upon  this  the  cancerous 
process  becomes  engrafted.  I  feel  quite  sure  that  the  fact  is  so. 
Phimosis  and  the  consequent  balanitis  lead  to  cancer  of  the  penis ; 
the  soot-wart  becomes  cancer  of  the  scrotum ;  the  pipe  sore  passes 
into  cancer  of  the  lip ;  and  the  syphilitic  leucoma  of  the  tongue, 
which  has  existed  in  a  quiet  state  for  years,  at  length,  in  more 
advanced  life,  takes  on  cancerous  growth.  The  frequency  with 
which  old  syphilitic  sores  become  cancerous  is  very  remarkable  ;  in 
the  tongue,  in  particular,  cancer  is  almost  always  preceded  by 
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syphilis,  and  hence  one  of  the  commonest  causes  of  error  in  diagnosis 
and  procrastination  in  treatment.  The  surgeon  diagnoses  syphilis,, 
the  patient  admits  the  charge,  the  iodide  of  potassium  seems  to  do 
good,  and  the  months  are  allowed  to  slip  by  in  a  state  of  fool’s  para¬ 
dise.  The  diagnosis,  which  was  right  at  first,  becomes  in  the  end  a 
fatal  blunder,  for  the  disease  which  was  its  subject  has  changed  its 
nature.  I  repeat  that  it  is  not  possible  to  exaggerate  the  clinical 
and  social  importance  of  this  doctrine.  A  general  acceptance  of  the 
belief  that  cancer  usually  has  a  pre-cancerous  stage,  and  that  this 
stage  is  the  one  in  which  operations  ought  to  be  performed,  would 
save  many  hundreds  of  lives  every  year.  It  would  lead  to  the 
excision  of  all  portions  of  epithelial  or  epidermic  structure  which 
have  passed  into  a  suspicious  condition.  Instead  of  looking  on  wdiilst 
the  fire  smouldered,  and  waiting  till  it  blazed  up,  we  should  stamp  it 
out  on  the  first  suspicion.  What  is  a  man  the  worse  if  you  have 
cut  away  a  warty  sore  on  his  lip,  and,  when  you  come  to  put  sec¬ 
tions  under  the  microscope,  you  find  no  nested  cells  P  If  you  have 
removed  a  painful,  hard-based  ulcer  of  the  tongue,  and  with  it, 
perhaps,  an  eighth  part  of  the  organ,  and,  when  all  is  done,  and  the 
sore  healed,  a  zealous  pathological  friend  demonstrates  to  you  that 
the  ulcer  is  not  cancerous,  need  your  conscience  be  troubled  ?  You 
have  operated  in  the  pre-cancerous  stage,  and  you  have  probably 
effected  a  permanent  cure  of  what  would  soon  have  become  an 
incurable  disease..”  (Mr.  WT.  H.  A.  Jacobson,  Guy’s  Hospital 
Reports,  1889,  p.  245.) 

[See  also  Mr.  Jacobson’s  article  on  “The  Chief  Varieties  of  the 
Pre-Cancerous  Stage  of  Epithelioma  of  the  Tongue,”  at  page  32t> 
of  this  volume  of  the  Retrospect.'] 

GLYCERINE  SUPPOSITORIES  AND  INJECTIONS,— 
Indications  for  Use  of. 

The  observation  of  the  effects  of  glycerine  injections  and  supposi¬ 
tories  in  a  large  number  of  patients  has  led  Dr.  Polubinski  {Deutsche 
Medizinal-Zeitung,  June  19,  1890)  to  the  following  conclusions: 
There  is  no  doubt  that  glycerine  irritates  the  mucous  membrane  of 
the  rectum.  This  is  shown  both  subjectively  in  the  burning  pro¬ 
duced  by  it,  and  objectively  by  the  ascending  of  the  mercurial 
column  of  the  thermometer,  if  pushed  deep  enough  within  the 
intestine.  The  increase  of  temperature  and  the  desire  to  defecate 
are  of  but  short  duration,  and  the  latter  may  often  be  overcome  vol¬ 
untarily  by  the  patient.  The  irritation  of  the  mucous  membrane 
produces  no  local  secretion,  since  the  faeces,  evacuated  as  a  conse¬ 
quence  of  injections  of  glycerine,  are  only  covered  with  glycerine. 
The  author  obtained  the  best  results  when  the  rectum  and  sigmoid 
flexure  are  filled  with  scybala.  If  faeces  collect  in  the  upper  parts  of 
the  intestinal  tract,  glycerine  is  then  inefficacious.  According  to  the 
author,  therefore,  the  cases  in  which  glycerine  enemata  and  supposi- 
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tories  are  indicated  ar  e,— first,  when  the  faecal  masses  are  already  in 
the  rectum ;  second,  when  they  are  in  the  parts  of  the  large  intestine 
immediately  above,  as  occurs  so  often  in  lying-in  women ;  third,  in 
diseases  or  physiological  conditions  which  produce  mechanical  pres¬ 
sure  on  the  rectum  or  sigmoid  flexure,  such,  for  example,  as  new 
formations  in  the  pelvis,  pregnancy,  etc. ;  fourth,  in  scrofulous 
children  ;  fifth,  in  persons  who,  although  they  may  daily  succeed  in 
having  evacuations  of  the  bowels,  yet  in  whom  the  act  of  defeca¬ 
tion  is  only  accomplished  with  difficulty  and  accompanied  by  pain, 
and  in  whom  in  general  the  faeces  are  of  excessive  density* 
(Therapeutic  Gazette,  Aug.  15,  p.  551.) 

HEPATIC  CIRRHOSIS.— Causes  of  Haematemesis  in. 

Dr.  Litten,  in  the  Berlin  Klin.  Wochenschrift,  of  February  3rd,  1890, 
states  that  in  five  cases  of  hepatic  cirrhosis  in  which  death  was 
caused  by  vomiting  blood,  it  was  ascertained  that  the  source  of  the 
hemorrhage  was  the  enormous  varices  that  ruptured  in  the  inferior 
portion  of  the  oesophagus.  Naturally  the  oesophagus  is  richly  sup¬ 
plied  with  veins,  of  which  the  superior  communicate,  by  means  of 
the  thyroid  vein,  with  the  vena  cava  superior ;  while  the  inferior 
form  about  the  cardiac  extremity  a  large  plexus  that  communicates 
but  moderately  with  the  portal  vein,  and  empties  principally  into  the 
azygos  vein.  Consequently,  as  in  cirrhosis  of  the  liver,  the  portal 
vein  becomes  impermeable,  its  blood  passes  in  great  part  into  the 
azygos  vein  that  conducts  it  direct  to  the  vena  cava  superior.  This 
is  particularly  the  case  with  the  blood  of  the  coronary  and  gastro¬ 
duodenal  veins.  As  a  result  of  the  azygos  vein  becoming  distended 
and  incapable  of  receiving  all  the  blood  of  the  oesophageal  plexus, 
there  is  a  formation  of  varices  with  consequent  rupture  simulating 
gastrorrhagia.  (New  York  Medical  Journal,  Sept.  13,  p.  307.) 

MACEWEN’S  OPERATION  FOR  RADICAL  CURE  OF  HERNIA.— 
A  New  Modification  of. 

In  the  modification  which  I  suggest,  the  skin  and  subjacent  tissues 
are  divided  by  an  incision  which  begins  over  the  internal  ring,  and 
passes  downwards  over  the  canal,  and  for  about  one  inch  below  the 
external  ring;  the  external  ring  and  canal  are  then  defined,  and 
opened  by  an  incision  through  the  anterior  wall.  The  sac,  being 
freed  entirely  up  to,  but  not  beyond,  the  internal  ring,  is  carefully 
emptied,  and  kept  empty  by  the  finger  of  an  assistant  pressing  upon 
the  ring.  Of  course,  if  it  contains  adherent  omentum,  a  small  open¬ 
ing  is  made,  and  this  is  ligatured  and  removed,  the  opening  being 
again  carefully  closed.  A  long,  strong,  catgut  ligature,  or  if  the 
hernia  is  particularly  large  more  than  one,  is  passed  through  each 
side  of  the  sac  in  such  a  way  that  when  both  ends  are  pulled  upon 
the  sac  is  drawn  up,  not  like  a  curtain,  as  in  Macewen’s  case,  but 
like  a  purse.  The  central  fold  formed  is  the  largest,  and  each  fold 
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progressively  diminishes  in  height  on  either  side  as  it  nears  the 
external  ring.  The  neck  of  the  sac  is  then  invaginated,  and  each, 
end  of  the  thread  carried  by  a  needle  through  the  canal  and  through 
the  pillar  of  the  internal  ring  nearest  to  it  from  within  outwards. 
When  both  ends  are  presenting  through  the  muscular  structures 
they  are  pulled  up,  the  sac  being  at  the  same  time  invaginated 
before  the  finger  as  the  threads  are  drawn  upon.  The  sac  is  thus 
turned  inside  out  in  its  passage,  and  becomes  fixed  as  a  rounded  boss 
exactly  over  the  internal  ring,  its  peritoneal  surface  being  turned 
towards  the  intestines,  and  its  first  fold  on  either  side  being  firmly 
applied  to  the  peritoneum  immediately  within  the  ring.  The  thread 
■ends  are  then  tied  firmly,  but  not  tightly  over  the  ring,  which  is 
afterwards  further  closed  by  catgut  buried  sutures,  which  are  so 
placed  as  to  draw  the  superior  half  of  the  anterior  wall  of  the  canal 
and  internal  pillar  of  the  external  ring  well  over  and  in  front  of  the 
inferior  half  and  external  pillar.  A  horse-hair  drain  is  left  in  the 
canal,  which  must  not  be  so  tightly  closed  as  to  prevent  free  move¬ 
ment  of  the  cord  lying  in  it.  The  superjacent  tissues  are  then 
united  by  horse-hair  sutures,  and  the  whole  dressed  aseptically.  It 
will  be  seen  that  it  is  impossible  for  the  pad  to  lie  anywhere  but 
immediately  over  the  internal  surface  of  the  internal  ring  ;  that  the 
surface  presented  to  the  peritoneal  investment  of  the  intestine  is 
also  peritoneum  ;  that  each  fold  presents  a  peritoneal,  and  therefore 
quickly  adhesive,  surface  to  its  fellow  ;  that  the  whole  pad  forms, 
as  it  were,  a  bridge  over  the  weak  point  in  the  abdominal  wall,  of 
which  bridge  the  fundus  of  the  sac  forms  the  keystone ;  that  the 
pad  becomes  progressively  thicker  and  more  resistant  as  the  space 
covered  is  weakest  and  most  in  need  of  it,  and  resting  as  it  does  like 
an  arch  on  the  tendinous  walls  of  the  ring,  it  is,  when  consolidated 
— as  we  may  expect  it  to  become  in  forty-eight  hours — practically 
incapable  of  dislodgment,  so  that  the  chances  of  return  at  this 
point  are  absolutely  nil.  The  protection  against  return  does  not, 
therefore,  in  any  way  depend  upon  the  sutures  which  bring  the 
canal  rings  into  a  closed  condition  after  the  first  forty-eight  hours, 
for  which  time  we  can  very  safely  trust  either  gut  or  silk.  In  cases 
of  congenital  hernia,  in  which  we  cannot  depend  upon  a  closed  sac, 
I  sew  up  the  lower  segment  of  the  peritoneum  in  order  to  form  a 
new  tunica  vaginalis,  and  also  the  lower  end  of  the  upper  segment, 
to  form  a  new  fundus ;  but  in  passing  the  purse-string  catgut  I 
arrange  it  so  that  the  new  fundus,  when  reduced  into  the  abdominal 
cavity  does  not  lie,  as  usual,  at  the  top  of  a  fold  presenting  towards 
the  intestine,  but  between  two  equal  folds,  so  that  it  presents  down¬ 
wards  towards  the  canal.  It  is  unnecessary  to  say  anything  as  to 
the  minor  points  of  the  operation,  such  as  dressings,  drainage,  &c., 
as  these  follow  as  a  matter  of  course  in  the  minds  of  all  surgeons. 
Of  course,  everything  is  strictly  aseptic  ;  indeed,  I  believe  a  true 
radical  cure  of  hernia  has  been  only  made  possible  since  strict 
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asepticism  lias  been  rigidly  observed.  The  number  of  cases  in  which 
1  have  been  able  to  carry  out  this  plan  are  as  yet  too  few  and  too 
recent  for  it  to  be  worth  while  to  bring  them  before  the  profession  .  It 
will  be  sufficient  to  say  that  so  far  they  have  all  been  perfectly 
successful.  (Mr.  Stanmore  Bishop,  Surgeon  to  the  Ancoats  Hos¬ 
pital,  Manchester ;  Lancet,  J  une  7,  p.  1237.) 

INTUSSUSCEPTION. 

At  the  International  Medical  Congress,  1890  (Berlin)  Mr.  Jonathan 
Hutchinson  presented  a  communication  on  this  subject.  After 
alluding  to  the  great  fatality  of  the  disease,  particularly  when  it 
affected  very  young  children,  Mr.  Hutchinson  made  some  excuses  for 
seeming  to  discourage  laparotomy  at  the  present  time,  when  such  a 
marvellous  record  of  success  could  be  credited  to  it.  He  ventured 
to  doubt,  however,  whether  it  was  at  all  reasonable  to  expect  that 
a  large  measure  of  success  could  ever  attend  laparotomy  for  such  a 
condition.  Of  four  cases  of  his  own,  only  one  had  been  attended 
with  success,  and  he  seemed  to  regard  the  success  in  this  case  as  due 
rather  to  luck  than  to  any  special  peculiarity  of  the  mode  of  per¬ 
forming  the  operation.  The  younger  the  child  the  more  fatal  was 
the  disease ;  indeed,  he  knew  of  no  case  in  which  recovery  had  taken 
place  under  one  year  old.  However  early  the  case  was  seen,  the 
result  must  be  a  matter  of  doubt.  Resection  of  the  gut  had  been 
recommended  where  reduction  proved  to  be  a  matter  of  impossibility, 
but  it  must  be  very  rare  that  the  child  was  in  a  condition  to  bear  so 
severe  an  operation.  He  confessed  that  be  felt  inclined  to  put  his  faith 
rather  in  the  early  administration  of  chloroform  coupled  with  in¬ 
flation  either  of  water  or  air,  and  should  this  plan  fail,  he  was  inclined 
to  think  that  Nature  was  more  likely  to  bring  about  a  cure  when 
unaided  by  laparotomy.  He  showed  a  rubber  tube  with  a  piece  of 
glass  tubing  inserted  somewhere  in  the  middle,  so  that  he  could 
see  what  was  going  on,  and  he  cautioned  his  hearers  against  the  use 
of  any  excessive  force.  (British  Medical  Journal,  Aug.  16,  p.  407.) 

PAPILLOMA  OF  THE  PERITONEUM. 

Sutugin  ( Centralblatt  fur  Gyndkologie,  June  7,1890)  calls  attention 
to  the  difficulty  of  distinguishing  this  condition  clinically  from 
cancer  and  tuberculosis  of  the  peritoneum,  which  are  also  accom¬ 
panied  by  chronic  peritonitis  and  ascites.  The  absence  of  distinct, 
hard  nodules,  and  the  uniform  induration  of  the  vaginal  vault, 
point  rather  to  papilloma.  Coblenz  has  noted  a  peculiar  rubbing 
sensation  on  palpating  the  abdomen,  though  this  appears  to  be  more 
characteristic  of  a  papillomatous  cystoma  rather  than  of  peritoneal 
outgrowths.  As  the  latter  are  secondary,  and  are  of  themselves 
not  so  prone  to  proliferate,  the  removal  of  the  parent  cyst  and  of  a 
portion  of  the  peritoneal  masses,  offers  a  fair  prospect  of  cure,  and 
seems  to  show  that,  at  least  clinically,  there  is  some  doubt  if 
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true  papilloma  should  he  included  in  the  same  class  with  sarcoma 
and  carcinoma.  (American  Journal,  Aug.,  p.  206.) 

PERITONITIS  IN  CHILDREN. 

Dr.  G.  F.  Lydston,  of  Chicago,  Ill.,  appends  the  following  conclu¬ 
sions  to  an  important  paper  on  this  subject:  1.  I  do  not  believe  in 
the  existence  of  acute  idiopathic  primary  peritonitis.  2.  The 
majority  of  cases  of  so-called  idiopathic  peritonitis  in  children  will 
be  found,  upon  inquiry,  to  be  traumatic.  3.  Slight  injuries  of  the 
abdominal  contents  are  relatively  more  dangerous  in  children  than  in 
adults.  4.  Acute  peritonitis  in  children,  while  apparently  idiopathic, 
is  often  secondary  to  perityphlitic  inflammation,  which  runs  a  rapid 
course  and  extends  to  the  general  peritoneum  without  the  inter¬ 
vention  of  appreciable  local  changes.  5.  The  profound  prostration 
and  cardiac  inhibition  characteristic  of  peritonitis  are  in  a  great 
measure  incidental  (1)  to  tension  of  the  peritoneum  produced  by 
inflammatory  products,  with  a  consequent  reflex  inhibition  of  the 
heart,  and  (2)  mechanical  interference  with  the  heart’s  action.  6. 
Surgical  interference  is  indicated  in  all  severe  cases  of  general 
peritonitis  and  in  cases  of  localized  suppurative  inflammation,  or  in 
cases  of  perityphlitic  origin,  whether  due  to  foreign  bodies  or  not. 
7.  There  is  every  indication  present  for  operation,  and  no  logical 
objection  to  it.  The  operation  is  almost  invariably  palliative,  if  not 
curative.  8.  Operation  in  no  sense  impairs  the  chances  of  recovery. 
Per  contra,  it  enhances  them  to  a  great  degree.  9.  No  case  should 
be  allowed  to  die  without  operation,  unless  already  in  articulo 
mortis.  10.  It  is  not  necessary  to  make  a  large  incision,  excepting 
in  cases  in  which  perityphlitic  abscess  is  known  to  exist,  which  is 
rarely  the  case  in  children.  If  perityphlitic  abscess  exist  and  is 
recognised  before  operation,  the  incision  should  be  made  at  the 
most  favourable  point,  which  in  the  majority  of  cases  is  the  typical 
line  for  ligation  of  the  common  iliac,  as  pointed  out  by  Murphy  and 
Lee.  In  by  far  the  majority  of  cases  in  children  a  simple  median 
exploratory  incision,  with  flushing  of  the  abdominal  cavity,  is 
sufficient.  (American  Med.  Assoc.  Journal,  June  29,  p.  926. ) 

RESECTIONS  OF  STOMACH  AND  INTESTINES. 

At  the  International  Medical  Congress,  1890  (Berlin),  Professor 
Billroth  read  a  paper  on  Resections  of  the  Stomach  and  Intestines. 
One  hundred  and  forty  cases  were  recorded,  which  comprised  the 
whole  of  those  that  had  come  under  the  Professor’s  own  hands. 
The  technique  of  the  operation  was  scarcely  alluded  to,  as  it  had 
already  before  been  published.  The  plan  of  suturing  adopted 
was  that  known  as  the  Lembert  or  Czerny-Lembert  plan,  the 
latter  being  seldom  adopted,  whilst  occasionally  the  plan  had 
been  adopted  of  inserting  one  piece  of  intestine  into  another. 
Practically  about  half  the  patients  had  recovered  from  the  opera- 
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tion,  though  the  mortality  is  far  greater  in  certain  classes  of 
operations,  and  more  particularly  is  this  the  case  when  the  upper 
part  of  the  small  intestine  is  affected.  Of  pylorus  resections,  about 
twenty  cases  had  been  operated  on  by  him,  half  of  which  died  from 
the  operation  itself.  All  of  the  cases  in  which  this  operation  was 
performed  were  the  subject  of  cancer,  though  some  were  far  more 
favourable  to  operate  on  than  others,  as  the  disease  was  not  at  the 
time  of  operation  very  infiltrating  in  character,  but  was  chiefly 
confined  to  one  spot,  where  considerable  ulceration  had  taken  place. 
Where  there  was  much  infiltration  of  the  surrounding  parts,  an 
operation  was  almost  impossible.  Of  those  that  survived  the  opera¬ 
tion,  some  four  or  five  had  lived  in  comparative  comfort  for  a  few 
months  ;  two  cases  had  survived  from  one  year  to  a  year  and  a 
half  ;  one  case  had  survived  two  years,  and  one  was  alive  five  years 
after  the  operation.  Twenty  cases  of  gastro-duodenostomy  were 
recorded,  one-half  of  which  had  been  performed  by  Wolffler’s 
method  (in  front  of  the  transverse  colon),  and  one-half  by  Hacke’s 
(behind  the  transverse  colon).  They  had  nearly  all  been  attended 
hy  temporary  success,  which  of  course  was  all  that  could  be 
expected.  Of  ten  cases  of  resection  of  the  small  intestine  with  the 
formation  of  artificial  anus,  all  recovered  from  the  operation.  On 
eight  or  ten  occasions  the  caecum  had  been  removed,  but  it  was 
always  a  difficult  operation,  and  did  not  yield  satisfactory  results. 
It  was  best  to  insert  the  small  intestine  into  the  large  after  such  an 
operation.  In  two  cases  of  cancer  of  the  descending  colon  he  had 
attempted  resection,  but  both  had  died.  In  the  case  of  the  rectum 
the  results  were  remarkably  good  ;  none  had  died  directly  after  the 
operation.  In  two  instances  a  portion  of  the  rectum  had  been 
excised,  and  the  upper  and  lower  ends  of  the  bowel  brought 
together.  Senn’s  plates  had  never  been  used  by  him  on  the  human 
subject,  but  he  had  employed  them  on  the  dog,  and  was  satisfied 
with  their  efficacy.  (British  Medical  Journal,  Aug.  16,  p.  407.) 

SALT  IN  MILK  FOR  CHILDREN. 

Dr.  Jacobi  {Archives  of  Pediatrics)  says  that  the  addition  of  sodium 
chloride  prevents  the  solid  coagulation  of  milk  by  either  rennet  or 
gastric  juice.  The  cow’s  milk  ought  never  to  be  given  without  table  salt, 
and  the  latter  ought  to  be  added  to  a  woman’s  milk  when  it  behaves 
like  cow’s  milk  in  regard  to  solid  curdling,  and  consequent  indiges¬ 
tibility.  Habitual  constipation  of  children  is  influenced  beneficially, 
since  not  only  is  the  food  made  more  digestible,  but  the  alimentary 
secretions,  both  serous  and  glandular,  are  made  more  effective  by 
its  presence.  American  Med.  Assoc.  Journal,  Sept.  13,  p.  398.) 

SUBDIAPHRAGMATICABSCESS.-ExtensionofThoracieCavity 

The  chance  of  the  transfer  of  suppurative  action  from  below  to 
above  the  diaphragm  is  probably  greater  in  perirenal  inflammation 
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than  in  any  other.  The  superior  portion  of  the  kidney  lies  upon 
the  diaphragm,  the  lower  margin  of  which  crosses  the  back  of  the 
kidney  in  a  direction  obliquely  downwards  and  outwards.  This 
relation  of  the  diaphragm  is  also  shown  by  the  depression  of  the 
kidney  which  occurs  on  deep  inspiration.  Holden  says  it  descends 
nearly  half  an  inch.  The  pleura  on  the  upper  surface  of  the 
diaphragm  is  therefore  in  proximity  to  the  upper  posterior  peri¬ 
nephric  region,  and  readily  becomes,  from  contiguity  of  structure, 
involved  in  the  inflammation.  In  Bowditch’s  series  of  ten  cases  of 
abscess  of  the  perirenal  region  there  were  unequivocal  auscultatory 
indications  of  pleuritic  or  pulmonary  complications  in  seven,, 
although  in  four  of  them  the  rational  signs  were  extremely  slight. 
In  obscure  cases  it  will  often  be  found  that  a  history  of  flexion  of 
the  thigh  upon  the  pelvis,  of  pain  in  the  loin,  or  at  least  of  distinct 
lameness  about  the  hip,  will  indicate  the  cause  of  the  thoracic 
disease.  Niemeyer  has  dwelt  upon  the  value  of  the  position  of  the 
thigh  as  evidence  of  perforation  of  the  pelvis  of  the  kidney  into  the 
connective  tissue.  In  one  of  Dr.  Bowditch’s  cases  we  may  find  an 
excellent  example  of  the  importance  of  these  symptoms  in  cases  in 
which  the  patient  comes  under  observation  only  in  the  later  stages. 
He  was  called  to  see  a  young  man  wdio  was  supposed  to  be  dying 
of  phthisis,  and  who  was  expectorating  large  quantities  of  pus. 
There  was  complete  dulness  over  the  lower  lobe  of  the  right  lung, 
with  bronchial  breathing  and  coarse  rales.  Dr.  Bowditch  was  at 
once  struck  by  a  peculiarity  of  the  man’s  attitude.  He  seemed 
sitting  as  on  one  gluteus,  in  order  apparently  to  relieve  the  other 
side.  A  history  of  lameness,  together  with  pain  in  the  right  loin  of 
three  months’  duration,  was  elicited.  The  lumbar  fold  of  that  sido 
was  found  obliterated.  On  this  evidence  an  incision  was  practised 
in  the  loin,  pus  was  reached,  and  the  case  made  a  good  recovery. 
(Dr.  J.  W.  White,  Professor  of  Clinical  Surgery  in  the  University 
of  Pennsylvania ;  British  Med.  Journal,  May  3,  p.  1003.) 

TUBERCULOUS  PERITONITIS. 

At  the  International  Medical  Congress  (Berlin,  1890),  Professor 
Konig,  of  Gottingen,  read  a  paper  on  the  treatment  of  tubercular 
peritonitis.  After  giving  an  excellent  account  of  the  diagnosis  of 
the  disease,  he  insisted  on  several  facts,  to  which  he  drew  special 
attention.  The  disease  occurred  almost  exclusively  in  women  and 
children  ;  out  of  137  cases  which  he  had  collected,  only  sixteen  had 
occurred  in  men.  They  were  all  characterized  by  great  fulness  of 
the  abdomen  from  the  fluid  which  it  contained,  and  in  most  of  these 
there  was  a  very  considerable  amount  of  emaciation  present;  in  some, 
lumps  could  be  detected  from  the  outside.  It  had  been  asserted 
that  these  cases  were  not  really  tubercular  in  origin,  but  there  was 
no  doubt  that  they  were  of  this  nature.  He  himself  had  proved 
it  by  examination  of  some  of  the  tuberculous  masses  which  lie  had 
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been  able  in  one  or  two  instances  to  scrape  out.  If  sucli  pieces  as 
these  were  submitted  to  microscopical  examination,  they  would  be 
found  to  be  undoubtedly  tuberculous  in  character,  and  from  their 
general  character  and  naked-eye  appearance,  they  would  undoubt¬ 
edly  be  recognised  by  the  pathologist  as  an  example  of  miliary 
tuberculosis.  On  one  occasion  he  had  himself  cut  out  a  piece  of 
omentum,  and  in  it  were  abundant  tubercle  bacilli.  His  treatment 
now  consisted  in  incising  the  abdomen,  washing  out  as  far  as  pos¬ 
sible  any  tuberculous  masses  which  were  loose  or  could  be  easily 
loosened  with  water  sterilised  by  boiling.  Of  his  fourteen  cases, 
seven  remained  well  now,  three  had  died  from  causes  quite  uncon¬ 
nected  with  the  operation,  and  but  one  of  collapse  caused  by  the 
operation  itself,  whilst  he  had  lost  sight  of  the  remaining  three.  An 
inquiry  into  the  subsequent  history  of  all  the  cases  of  other  oper¬ 
ators  as  well  as  his  own  would  show  that  the  cure  was  at  least 
fairly  permanent.  One  case,  the  first  ever  opened  (namely  Spencer 
Wells’s  case)  was  well  twenty-live  years  after,  and  a  few  others 
could  be  mentioned  in  which  a  considerable  time  had  elapsed  since 
the  operation.  In  recent  times,  he  had  ascertained  that  seventeen 
were  alive  one  year  after  operation,  thirty  more  two  years  after,  and 
fourteen  more  three  years  after  operation.  At  present  we  were  not  in 
a  position  to  ascertain  the  source  of  infection.  He  thought  in  the  ma¬ 
jority  of  cases  it  depended  on  intestinal  tuberculous  lesions,  and  cer¬ 
tainly  in  a  great  many  instances  it  was  the  lungs  that  were  the  source 
of  infection.  As  to  the  rationale  of  flushing  the  peritoneum  in  such 
cases,  he  was  unable  to  offer  any  explanation  that  was  quite  satis¬ 
factory  ;  probably  it  was  to  a  certain  extent  due  to  the  removal  of 
the  fluid  and  the  consequent  starving  of  the  tubercle.  (British 
Medical  Journal,  Aug.  9,  p.  359.) 

TUBERCULOUS  PERITONITIS. 

M.  Maurange  (Nouv.  Arch,  d' Obstetrique  et  de  Gyneo.,  September, 
1890)  has  collected  statistics  of  seventy-one  cases  in  which 
abdominal  section  had  been  performed  for  tuberculous  peritonitis;  83 
percent,  were  operative  successes,  and  of  these  about  half  were  doing 
well  one  year  after  the  operation.  In  many  cases  which  afterwards 
died  of  other  tubercular  affections  the  peritoneal  lesions  were  found 
completely  cured.  The  precise  way  in  which  cure  of  the  local 
affection  is  brought  about  by  abdominal  section  is  not  clear ;  many 
theories  have  been  advanced.  M.  Maurange  maintains  that  the 
operation  simply  places  the  patient  in  a  condition  favourable  for 
cure  by  unburdening  the  peritoneal  cavity  of  its  ascitic  effusion, 
which  is,  moreover,  a  true  cultivating  fluid.  The  proceeding  also 
insures  antisepsis.  Abdominal  section  is  not  only  advisable  in 
cases  where  a  localised  tuberculous  area  exists,  but  also  in  cases 
where  the  patient’s  general  condition  grows  worse,  and  where  the 
disease  spreads  whether  ascites  exists  or  not.  Some  surgeons  are 
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content  to  open  the  peritoneal  cavity  ;  others  flush  it  with  antisep¬ 
tic  lotions,  dress  it  with  iodoform,  or  drain.  M.  Manrange  has 
seen  good  results  follow  a  less  extreme  practice  than  abdominal 
section.  The  ascitic  fluid  is  removed  by  aspiration ;  antiseptic 
washing  with  subsequent  evacuation  of  the  fluid  follows  the  aspira¬ 
tion,  and  lastly  variable  quantities  of  a  mixture  are  injected  into 
the  peritoneum.  This  mixture  consists  of  4  grammes  of  iodoform 
dissolved  in  100  grammes  of  liquid  oil  of  vaseline.  This  injection 
can  be  safely  repeated,  considering  the  small  proportion  of  the  iodo¬ 
form  and  the  weak  absorbing  power  of  the  diseased  peritoneum. 
(Supplement  British  Medical  Journal,  Oct.  18,  p.  19.) 

TUBERCULOUS  PERITONITIS. 

Lindfors,  in  a  monograph  on  this  subject  (abstract  in  Centralblatt 
fur  Gynakologie,  February  15,  1890),  analyzes  one  hundred  and  nine 
recorded  cases,  which  he  divides  into  seven  classes.  The  acute 
variety  may  assume  the  form  of  circumscribed,  general,  or  sup¬ 
purative  peritonitis  ;  in  the  chronic  there  may  be  a  free  or  an 
encysted  effusion,  there  may  be  simple  adhesions,  or  the  intestines 
may  be  so  adherent  as  to  cause  obstruction.  Lindfors  thinks  that  the 
presence  of  acute  or  chronic  pleurisy  has  an  important  bearing  on 
the  diagnosis  of  tuberculous  peritonitis.  He  is  strongly  in  favour 
of  laparotomy  and  the  free  use  of  iodoform  within  the  cavity. 
(American  Journal,  May,  p.  548.) 

TUBERCULOUS  STRICTURES  OF  COLON. 

At  the  Pathological  Society  on  May  29th,  1890,  Ur.  Rolleston 
showed  a  specimen  of  Multiple  Tubercular  Strictures  of  the  Colon. 
There  were  three  marked  but  not  extreme  strictures  in  the  large 
intestine,  the  first  at  the  beginning  of  the  ascending  colon,  the 
second  at  the  hepatic  flexure,  and  the  third  in  the  sigmoid  flexure.  In 
the  recent  condition  the  surface  of  the  bowel  in  the  region  of  the 
strictures  was  of  a  darkish  purple  colour,  with  small  white  spots 
embedded  in  the  firm  cicatricial  tissue  which  had  replaced  the 
epithelium.  The  strictures  were  annular,  fairly  sharply  limited, 
extending  from  half  to  three-quarters  of  an  inch  in  the  long  axis 
of  the  bowel.  There  was  a  little  local  peritonitis  but  no  distinct 
tubercles  visible  on  the  outer  surface  of  the  colon.  There  were  a 
few  enlarge  d  lymphatic  glands  attached  to  the  outside  of  the  colon. 
The  muco  's  coat  between  the  strictures  was  ulcerated.  There  was 
no  dilatation  of  the  colon  behind  the  strictures.  Microscopic 
examination  showed  the  presence  of  numerous  giant  cells  in  the 
mucous  and  submucous  coat,  with  extensive  small  cell  infiltration. 
There  was  no  ulceration  in  the  small  intestine.  There  was 
obsolete  tubercle  at  the  apex  of  the  right  lung,  and 
empyema  on  the  left  side.  The  patient  died  with lardaceous  disease 
due  to  the  prolonged  suppuration  set  up  by  caries  of  the  fourth  and 
fifth  lumbar  and  first  sacral  vertebrae.  There  was  a  discharging 
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psoas  abscess  on  the  left  side,  and  psoas  and  iliac  abscesses  on  the 
right  side.  There  was  diarrhoea  during  life,  but  no  symptom 
suggesting  stenosis  of  the  bowel.  That  there  was  no  obstruction 
was  shown  by  the  condition  of  the  colon,  which,  though  somewhat 
collapsed  distally,  was  not  dilated  above  the  strictures.  It  was 
possible  that  the  lardaceous  disease,  by  keeping  the  faeces  liquid, 
prevented  any  accumulation.  (Lancet,  May  24,  p.  1124.) 

ULCER  OF  THE  STOMACH.— Treatment. 

Dr  McCall  Anderson,  of  Glasgow,  summarises  the  Treatment  of  35 
Cases  of  Gastric  Ulcer,  tabulated  in  a  clinical  lecture  as  follows 
1.  The  patients  were  always  strictly  confined  to  bed — a  point  which, 
I  have  reason  to  believe,  is  not  always  insisted  upon,  as  not  only 
does  the  ulceration  heal  more  readily,  but  the  danger  of  profuse 
hemorrhage  and  perforation  is  lessened.  2.  The  dieting  was  gener¬ 
ally  the  main  point  in  the  treatment.  Hard,  hot,  stimulating,  and 
irritating  food  was  rigidly  excluded  ;  soft  and  fluid  food,  in  small 
quantities,  frequently  repeated,  being  the  rule ;  and,  in  the  majority 
of  cases,  unless  there  was  some  contraindication,  milk,  in  combina¬ 
tion  with  a  little  potash  or  lime  water,  was  prescribed.  In  some 
instances  peptonised  meat  preparations  were  given,  especially 
Carnrick’s  beef  peptonoids,  to  the  extent  of  a  teaspoonful  every  four 
hours.  The  patient  was  directed  to  suck  the  powder,  so  as  to  mix 
it  thoroughly  with  the  saliva  before  swallowing  it.  In  some  instances 
a  slight  modification  of  Debove’s  meals  was  administered.  This 
consists  of  25  grammes  of  Carnrick’s  beef  peptonoids,  one  gramme 
of  burnt  magnesia,  two  of  prepared  chalk,  and  one  of  saccharated 
lime.  The  gastric  juice  is  thus  neutralised,  and  no  peptones  are 
formed  in  the  stomach.  It  was  found,  however,  that  three  of  these 
meals  per  day  sometimes  produced  diarrhoea,  so  that  latterly  three 
half  meals  were  prescribed.  As  to  the  quantity  of  soft  or  fluid  food 
given  at  a  time,  two  ounces  was  the  usual  allowance  at  first,  but 
the  quantity  was  diminished  if  pain  or  vomiting  resulted,  and,  of 
course,  the  less  food  that  was  taken  the  oftener  was  it  repeated. 
W  e  always  adhered  strictly  to  the  rule  of  gradually  reducing  the 
quantity  administered  at  one  time,  until  it  produced  neither  pain 
nor  vomiting;  and  if  even  a  teaspoonful  of  milk  disagreed,  all  food 
by  the  mouth  was  suspended  for  a  time,  and  the  patient  was  fed 
exclusively  by  the  rectum,  although  he  was  allowed  to  suck  a  small 
piece  of  ice  occasionally.  The  rectal  feeding  usually  consisted  of 
the  introduction  every  four  hours  of  a  zyminised  milk  or  meat 
suppository,  and  on  the  alternate  four  hours  an  enema,  consisting  of 
3  drachms  of  Carnrick’s  beef  peptonoids  mixed  with  2  or  3  ounces  of 
warm  water,  was  given.  A  cure  often  resulted  from  dieting  and 
re3t alone,  but  the  bowels  were  regulated  when  necessary  by  enemata, 
or  the  injection  of  a  drachm  of  glycerine  into  the  rectum.  In  a  good 
many  cases  Carlsbad  salts  (the  artificial  salts  by  preference  when 
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constipation  was  present),  as  recommended  by  Ziemssen,  sometimes 
yielded  excellent  results.  These  are  given  on  the  principle  that  the 
most  essential  obstacle  to  the  formation  of  granulations  in  the  floor 
of  the  ulcer  is  the  corrosive  influence  of  the  gastric  juice.  The  salts 
neutralise  the  acids  and  check  fermentation ;  they  likewise  discharge 
the  fermenting  liquids  into  the  bowel,  and  act  as  an  aperient.  The 
dose  is  from  1  to  4  drachms  dissolved  in  a  pint  of  boiling  water. 
This  is  allowed  to  cool,  and  when  tepid  is  slowly  drunk  to  the  extent 
of  a  quarter  of  a  pint  every  ten  minutes  until  it  is  all  swallowed,  and 
is  given  in  the  morning’.  During  convalescence  the  diet  was  very 
slowly  improved,  and  sometimes  small  doses  of  arsenic  in  the  shape 
of  Schieffelin’s  pills  (gr.  ^\T  to  gr.  gtj),  thrice  daily,  seemed  to  con¬ 
solidate  the  cure.  In  some  cases  when  pain  was  a  prominent  feature, 
and  especially  when  it  persisted  when  the  stomach  was  empty, 
opiates  in  small  doses,  or  a  combination  of  hydrocyanic  acid  and 
bismuth,  were  administered.  When  hemorrhage  occurred  to  any 
extent  rectal  feeding  was  resorted  to ;  although  the  patient 
was  allowed  to  suck  ice;  ice  was  applied  in  an  ice  bag  to  the 
epigastrium,  and  morphine  was  given  by  subcutaneous  injection,  and 
occasionally  ergotine.  Finally,  complications  were  dealt  with  on 
general  principles,  according  to  their  nature — chlorosis,  the  most 
frequent  one,  being  treated  with  Schieffelin’s  Blaud’s  pills.  (Dr.  T. 
McCall  Anderson,  p.  224.) 

ULCER  OF  THE  STOMACH.  — Treatment  by  Enemata. 

Dr.  H.  B.  Donkin,  Physician  to  Westminster  Hospital,  records 
sixteen  cases  treated  by  this  method,  anon  renewing  them,  says  : 
These  patients  all  did  well  wfith  fluid  enemata,  mostly  untreated 
by  any  digestive  agent.  From  an  experience  of  many  cases,  some 
of  which  I  have  treated  with  peptonised  fluid  enemata, 
some  with  simple  fluid  enemata,  and  a  few  with  suppositories, 
I  am  confident  that  those  who  have  the  simple  fluids,  such 
as  milk,  or  milk  and  beef-tea,  do  every  whit  as  well  as 
the  others.  All  the  patients,  whatever  rectal  alimentation  they 
receive,  waste  more  or  less,  some  considerably,  but  they  recover  flesh 
as  quickly.  I  will  not  discuss  here  the  question  as  to  whether  the 
water  of  the  enemata  may  not  be  the  only  valuable  element.  It  is 
certainly  striking  that  there  is  apparently  no  difference  between  the 
results  of  treated  and  untreated  enemata,  and  as  in  a  large  majority 
of  my  cases  I  give  absolutely  nothing,  not  even  ice,  by  the  mouth 
for  many  days,  I  always  now  use  fluid  enemata,  deeming  supposi¬ 
tories  in  such  instances  quite  out  of  the  question.  Suppositories, 
moreover,  are  an  unnecessary  expense,  though,  doubtless,  more  con¬ 
venient  to  the  patient.  I  have  never  made  the  experiment  of  using 
injections  of  water  alone,  but  I  think  it  might  justly  be  tried  in  the 
case  of  a  patient  not  in  the  hospital.  There  is  certainly  grave 
physiological  doubt  as  to  whether  any  albuminous  substances,  how- 
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ever  treated,  are  assimilated  after  rectal  “  feeding,”  and  it  has  been 
amply  demonstrated  by  fasting  folk  that  man  can  live  for  many 
da}rs  on  water  alone.  A  careful  series  of  weighings  would  be  valu¬ 
able  iu  cases  treated  by  different  enemata;  but  I  have  not  had  this 
carried  out  systematically  in  any  case  which  I  deemed  it  necessary 
to  treat  in  this  way,  as  I  regard  absolute  rest  of  the  body  as  an 
imporiant  aid  to  quick  recovery.  I  have  scarcely  ever  any  trouble 
about  the  retention  of  enemata.  They  should  never  be  large,  but 
may  vary  from  two  to  three  ounces  as  a  rule,  the  frequency  of 
repetition  being  decided  in  each  individual  case.  Success  is  largely 
due  to  the  care  of  the  nurse,  who  should  give  the  injection  slowly, 
and  encourage  the  patient  to  help  the  operation.  The  rectum 
should  be  washed  out  when  any  irritative  symptoms  appear,  and 
opium  will  then  seldom  be  necessary.  The  lesson  to  be  derived 
from  consideration  of  such  cases  is  that  there  is  no  difficulty  in 
keeping  most  patients  on  fluid  enemata  for  some  weeks  ;  that  in  all 
cases  when  the  symptoms  are  masked,  such  treatment  is  impera¬ 
tively  demanded  at  once  ;  that  even  in  doubtful  cases  it  is  very  often 
advisable,  though  very  small  and  frequently  repeated  quantities  of 
milk,  &c.,  by  the  mouth  may  often  be  tried  with  success,  and  are 
thus  obviously  preferable  ;  and  that  drug  treatment  of  any  kind  is 
scarcely  ever  of  any  use,  and  would  be,  as  a  rule,  contraindicated. 
After  the  resumption  of  solid  food,  nutrition  is  apparently  aided 
by  the  administration  of  arsenic  and  iron  for  some  time.  From 
time  to  time,  and  especially  in  cases  which  are  fed  by  the  mouth  on 
milk  throughout,  evacuations  of  the  lower  bowel  must  be  effected 
by  means  of  simple  enemata,  and  the  rectum  should  never  in  any 
case  be  allowed  to  remain  or  become  loaded.  (Dr.  H.  B.  Donkin, 
Lancet,  Sept.  27,  p.  658.) 


AFFECTIONS  OF  URINARY  AND  GENERATIVE  SYSTEMS. 

ALBUMEN  IN  THE  URINE.— Tests  for. 

During  the  last  few  years  I  have  habitually  pitted  nitric  acid  against 
picric  acid,  and  also  against  ferrocyanide  of  potassium  and  citric 
acid.  Of  late  I  have  discarded  picric  acid  because  of  the  frequency 
with  which  it  causes  a  difficulty  with  the  administration  of  quin¬ 
ine  ;  although  I  think  that  it  is  the  reagent  of  the  three  which  makes 
most  show  when  the  albumen  is  in  minute  quantities  only.  Of 
the  other  two,  notwithstanding  that  I  have  steadily  investigated 
this  question  ever  since  it  was  first  mooted,  I  can  only  find  one  case 
in  my  notebooks  in  which,  albumen  being  present,  I  have  been  able 
to  detect  it  by  the  ferrocyanide,  and  not  by  cold  nitric  acid.  With 
this  one  exception  out  of  hundreds  of  cases,  I  have  never  failed  to 
obtain  a  distinct  reaction  with  nitric  acid  when  I  have  got  it  with 
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the  ferrocyanide.  And  I  think  that  often  the  film  of  albumen  at 
the  junction  of  the  nitric  acid  and  urine  was  the  more  decided 
of  the  two.  Nothing  better  than  cold  nitric  acid  and  heat  can  be 
requisite  for  home  purposes,  and  for  travelling  I  have  always 
taken  Dr.  Pavy’s  pellets  of  ferrocyanide  of  potassium  and  citric 
acid.  They  are  very  delicate,  and  are  free  from  any  noteworthy 
objection.  (Dr.  James  F.  Goodhart,  British  Medical  Journal* 
May  17,  p.  1123.) 

BALANITIS  PERSIANS. 

There  is  a  very  peculiar  affection  of  the  glans  penis  of  which  I  have 
seen  a  few  examples,  but  which,  so  far  as  I  know,  has  never  been 
described.  From  its  chronic,  indeed  almost  incurable,  character, 
the  name  which  I  have  suggested  seems  applicable.  It  occurs,  I 
think,  only  in  men  past  middle  age.  The  glans  shows  abruptly- 
margined  map-like  areas  of  a  deep  red  colour  and  slightly  moist,  but 
not  raised  nor  in  any  degree  ulcerated.  They  remain  for  years 
together,  with  no  change  excepting  slow  extension.  The  surfaces 
affected  look  slimy  and  glazed,  and  easily  crinkle  like  tissue  paper. 
(Prof.  Jonathan  Hutchinson,  Archives  of  Surgery,  July,  p.  18.) 

BRIGHT’S  DISEASE.— Prognostic  Significance  of  Dropsy  in. 

Dropsy  seems  to  be  an  accident  rather  than  any  true  measure  of 
the  acuteness  of  the  disease,  and  the  cases  that  are  met  with  in  the 
wards  of  a  hospital  confirm  this  in  a  very  emphatic  manner.  A 
large  proportion  of  the  cases  which  enter  a  hospital  come  in  with 
dropsy,  and  a  history  of  recent  illness,  and  are  dubbed  in  con¬ 
sequence  “  acute  ”  nephritis.  The  usual  classification  of  Bright’s- 
disease  is  into  “acute,”  “  chronic  parenchymatous,”  and  “  granular,” 
and  the  only,  or  at  any  rate  the  rough  and  ready,  method  of  dis¬ 
tinction  between  the  acute  and  chronic  parenchymatous  is  the 
duration  of  the  dropsy.  If  the  dropsy  be  recent,  the  case  is  called 
acute,  if  it  be  of  long  standing,  then  the  disease  is  called  chronic 
but  this  criterion  is  practically  useless;  at  any  rate,  the  large 
majority  of  the  patients  who  enter  the  hospital  at  the  onset  of  the 
anasarca,  or  within  a  short  while  after  it,  are  not  well  when  they 
leave,  and  in  consequence  of  this  fact  (and  I  do  not  think  there  can 
be  any  dispute  about  it)  one  of  two  conclusions  presents  itself  : 
either  that  which  I  have  just  put  forward — that  the  criterion  made 
use  of  has  played  us  false,  and  that  the  case  supposed  to  be  acute 
is  not  really  so ;  or  that  acute  cases  accompanied  by  dropsy  are 
likely  to  do  badly.  The  latter  alternative  I  reject,  because  it  is  not  true 
of  young  subjects.  And  to  show  how  important  is  this  matter  of 
age,  let  me  say  that  of  fifty-seven  cases  of  renal  disease  associated 
with  dropsy  admitted  into  Guy’s  Hospital,  which  I  analysed  some 
time  ago,  forty  left  the  hospital  passing  albumen  still,  and  ten  only 
left  well,  while  of  those  ten  seven  were  under  16  years  of  age. 
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Whatever,  then,  may  he  the  explanation,  there  can  he  no  question 
that  the  age  of  the  patient  is,  as  a  general  rule,  more  helpful  for 
prognosis  than  is  the  date  of  the  onset  of  the  dropsy.  Upon  this 
rule  I  am  acting  daily  in  the  wards.  When  I  am  asked  about 
diagnosis,  prognosis,  or  even  treatment — for  all  are  involved — of 
a  case  of  renal  anasarca,  I  ask  what  is  the  age  of  the  patient. 
If  this  be  under,  say  twenty-five,  there  is  a  fair  chance  of  the 
disease  being  acute,  and  the  case  is  treated  accordingly.  (Dr.  J.  F. 
Goodhart,  p.  230.) 

CHRONIC  BRIGHT’S  DISEASE.-Dropsy  in. 

Dropsy  is  an  important  symptom  of  the  disease  of  the  tubules,  and 
sometimes  proves  fatal.  It  is  not  necessarily  present,  either  in  the 
pure  cirrhotic  process  or  in  the  waxy  or  amyloid  degeneration  ;  but 
whenever  the  tubular  inflammation  becomes  superadded  to  either 
of  these,  it  soon  arises  and  often  becomes  severe  and  persistent. 
For  its  treatment  it  is  of  the  first  importance  that  the  patient  should 
rest  in  bed,  and  should  he  put  upon  a  milk  diet  with  an  abundant 
allowance  of  diluent  drinks,  keeping  the  skin  in  free  action  by 
warmth,  and  bv  the  internal  or  subcutaneous  use  of  iaborandi  or 
pilocarpine  or  other  diaphoretic  medicines,  combined  with  hot-air  or 
vapour  baths.  Sometimes,  also,  the  dilatation  of  capillaries  by  the 
use  of  small  doses  of  nitro-glycerine  appears  to  favour  the  action  of 
the  skin.  The  free  action  of  the  bowels  may  also  do  good  on  emer¬ 
gency,  but,  while  constipation  should  never  be  permitted,  it  is  better 
to  avoid  the  use  of  hydragogue  cathartics,  because  they  are  debili¬ 
tating,  often  irritate  the  stomach  and  bowels,  and  during  their 
action  are  apt  to  expose  the  patients  to  risk  from  cold.  But  the  main 
reliance  is  to  be  put  on  diuretics.  If  a  free  flow  of  urine  can  be 
established,  not  only  is  the  dropsical  effusion  removed,  but  the  con¬ 
dition  of  the  kidneys  is  bettered  in  the  way  I  have  already  explained. 
The  diuretics  employed  must,  of  course,  be  non-irritating.  Water 
and  milk  are  among  the  best,  but  medicinal  diuretics — especially 
digitalis — alone  or  in  combination  with  squill, carbonate  of  ammonia,, 
acetate  of  potash,  acid  tartrate  of  potash,  spirit  of  nitrous  ether, 
broom  tops,  or  other  remedies,  are  often  followed  by  the  most 
brilliant  results.  I  may  be  permitted,  in  passing,  to  refer  to  the 
interesting  diagnostic  hint  often  afforded  by  the  relationship  of 
diuresis  to  dropsy.  If  in  a  chronic  state  copious  diuresis  is  estab¬ 
lished  and  yet  the  dropsy  does  not  disappear,  it  is  probable,  or  almost 
certain,  that  waxy  disease  of  the  kidney  exists  in  addition  to  the 
tubular  inflammation,  and  that  the  result  must  in  the  end  be  fatal. 
Other  mechanical  plans  of  treatment,  besides  the  rest  in  bed  to 
which  I  have  already  referred,  help  us  in  the  treatment  of  dropsy. 
Much  benefit  accrues  from  kneading  or  rubbing  the  swollen  parts, 
also  from  careful  and  judicious  bandaging ;  and  sometimes  mecha¬ 
nical  relief  by  tapping  is  demanded.  In  cases  of  general  dropsy  I 
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find  it  safest,  and  often  very  effectual,  to  tap  the  pleura.  Such 
withdrawal  of  fluid  not  ouiy  relieves  symptoms  directly,  but  favours 
the  action  of  the  diuretic  remedies,  and  if  performed  with  due  caution 
is  absolutely  free  from  danger.  It  is  my  constant  practice,  both  in 
cardiac  and  renal  dropsies,  to  draw  fluid  from  the  pleura,  and  I  have 
even  done  it  with  the  greatest  benefit  to  the  patient  when  acute 
pericarditis  complicated  the  dropsy.  The  removal  of  ascitic  fluid  in 
a  similar  way  is  often  demanded,  and  sometimes  it  is  necessary  to 
drain  the  subcutaneous  tissue  of  the  legs  by  means  of  Southey’s 
tubes.  These  tubes  give  in  many  cases  most  excellent  results,  but 
the  strictest  antiseptic  precautions  must  be  carried  out  when  they 
are  used,  and,  seeing  that  even  with  such  precautions  erysipelatous 
inflammation  occasionally  occurs,  I  never  have  recourse  to  them 
unless  it  is  absolutely  necessary.  I  find  in  looking  at  the  records  in 
my  department  in  the  infirmary,  that  the  proportion  of  deaths  from 
dropsy  is  exceedingly  small.  (Prof.  T.  Grainger  Stewart,  British 
Medical  Journal,  Aug.  16,  p.  391.) 

CHRONIC  BRIGHT’S  DISEASE.— Diet  in. 

First,  it  is  essential  that  the  diet  be  of  good  nutritive  quality; 
secondly,  that  it  be  easily  digested ;  thirdly,  that  it  shall  not  of  itself 
be  irritating  to  the  kidneys  nor  be  likely  to  evolve  chemical  products 
of  an  irritating  character.  Now  milk  meets  all  these  indications 
better  than  any  individual  article  of  diet  which  we  could  name  ; 
and  it  is  in  addition  possessed  of  diuretic  properties  which  are  of  the 
greatest  value  wherever  there  is  much  blocking  of  the  tubules  and 
dropsy.  The  disadvantages  of  an  exclusively  milk  diet  are  that  it 
is  often  disliked  by  the  patients,  and  that  it  is  apt  to  produce  catarrh  , 
of  stomach,  with  functional  disturbance  of  liver  and  constipation. 
These  results  may  to  a  large  extent  be  avoided  if  it  is  judiciously 
administered,  and  the  rules  which  I  generally  follow  are  to  let  the 
quantity  be  from  4  to  7  pints  in  the  twenty-four  hours ;  never  to 
give  it  in  large  quantity  at  a  time;  always  to  dilute  it  with  water, 
hot  or  cold,  or  with  aerated  water,  or  to  add  it  to  lime  water  in  any 
case  where  the  bowels  tend  to  be  loose,  or  fluid  magnesia  in  cases  in 
which  the  bowels  are  constipated.  Sometimes  I  use  it  as  fresh  as  can 
be  got  from  the  cow;  sometimes, especially  when  the  liver  is  apt  to 
be  disordered,  as  skimmed  milk,  sometimes  as  buttermilk;  and, 
where  the  digestive  power  is  impaired,  I  peptonise  it.  The  pure  milk 
-  diet  has  not  in  my  hands  brought  out  the  best  results;  rather  a  diet 
composed  largely  of  milk,  but  also  with  some  pudding,  fruit,  and  a 
little  white  meat. 

Alcohol. — Among  the  causes  of  Bright’s  disease  few  are  more 
important  than  excessive  indulgence  in  alcohol,  and  few  tend  more 
to  keep  up  renal  irritation  when  it  has  been  established.  I  have 
sought  for  evidence  as  to  the  effect  of  alcohol  in  the  different  forms 
of  chronic  Bright’s  disease,  and  have  found  that,  apart  from  its  slow 
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or  gradual  influence,  the  administration  of  a  full  dose  in  a  case  of 
ordinary  inflammation  of  the  tubules  rather  increased  the  quantity 
of  urine  and  slightly  the  amount  of  albumen,  while  the  urea  remain¬ 
ed  practically  unchanged.  In  cirrhosis  I  am  not  so  certain  as  to  the 
result.  lu  the  waxy  or  amyloid  disease  I  have  seen  a  full  dose  of 
alcohol  produce  a  distinct  fall  in  the  urea,  unattended  by  increase  of 
albumen.  There  are  many  cases  of  Bright’s  disease  in  which,  for 
reasons  apart  from  the  kidney,  alcohol  is  eminently  desirable,  hut 
the  minimum  that  will  suffice  should  be  given,  and  that  always  well 
diluted  with  water  or  milk.  In  selecting  the  stimulant  suitable 
for  individual  cases  it  is  best  to  avoid  the  habitual  use  of  those  that 
tend  to  irritate  the  kidneys,  and  in  particular  of  gin,  while,  on  the 
other  hand,  its  use  is  sometimes  followed  by  excellent  results  in 
tubular  inflammation.  But  such  stimulants  as  gin,  whisky,  or 
brandy  must  always  be  well  diluted.  Bhine  wines  and  sparkling 
wines — particularly  some  of  the  Hungarian  varieties — may  be 
occasionally  used  with  advantage,  when  a  patient  requires  at  the 
same  time  a  fillip  and  a  diuretic ;  but,  on  the  whole,  wines,  especially 
the  sweet  and  heavy  varieties,  should  be  avoided.  With  regard  to 
malt  liquors,  I  find  it  best  to  avoid  them  altogether,  and  very  rarely 
to  allow  a  light  and  pure  German  beer,  but  only  when  specially 
indicated,  and  never  for  habitual  use.  (Prof.  T.  Grainger  Stewart,. 
Edinburgh,  British  Med.  Journal,  Aug.  16,  p.  390.) 

CYSTITIS  IN  DIABETES. 

Dr.  R.  Schmitz  draws  attention  to  the  occasional  presence  of  cystitis 
in  diabetes.  It  takes  its  origin  apparently  from  the  saccharine 
urine  within  the  bladder  partly  decomposing  and  passing  into  a 
state  of  fermentation.  If  the  vesical  condition  is  favourable,  the 
fermentation  can  be  kept  up,  and  recovery  or  even  improvement  is 
scarcely  to  be  hoped  for  as  long  as  the  glycosuria  lasts.  In  the 
chronic  form  Schmitz  distinguishes  three  degrees.  The  first  is  very 
mild,  with  no  subjective  symptoms ;  and  the  urine  is  somewhat 
turbid,  faintly  acid,  with  numerous  mucous  corpuscles,  and  a  few 
pus  cells.  From  this  the  second  develops,  when  the  urine  is  more 
turbid  and  has  an  unpleasant  odour.  Its  reaction  is  weakly  acid  or 
neutral,  and  it  contains  many  mucus  and  pus  corpuscles,  triple 
phosphates,  and  bacteria.  Subjectively,  there  is  increased  fre¬ 
quency  of  micturition.  The  third  form  is  a  more  advanced 
stage  of  this.  All  the  contents  mentioned  above  are  in  greater 
amount ;  gas  is  formed  in  the  bladder  and  passed  by  the  urethra  • 
and  the  subjective  symptoms  are  more  urgent.  In  many  of 
these  cases,  according  to  Schmitz,  the  patients  come  under  ob¬ 
servation  first  for  vesical  catarrh,  and  the  primary  disease  is  apt 
to  be  overlooked.  The  prognosis  of  the  first  and  second  stages  is 
good,  while  the  third  is  not  so  favourable.  It  depends  whether  we 
are  able  to  cure  the  diabetes  or  reduce  it  to  a  minimum,  and  this 
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forms  the  most  important  indication.  The  cystitis  ought  to  he  treated 
energetically  by  frequent  washing  out  of  the  bladder  with  a  solu¬ 
tion  of  salicylate  of  sodium  to  prevent  decomposition  and  fermenta¬ 
tion,  combined  with  the  internal  administration  of  the  same 
substance.  This  treatment  should  be  continued  until  the  urine 
becomes  clear.  The  acute  form  of  cystitis  occurs  rarely  in 
diabetes.  (Practitioner,  August,  p.  127.) 

DIABETES  MELLITUS.— Treatment. 

As  long  as  the  passage  of  sugar  through  the  system  is  prevented 
no  harm  takes  place.  In  the  course  of  all  my  experience  in 
diabetes  I  have  never  known  anything  serious  to  arise  as  a  part  of 
the  disease  so  long  as  the  urine  has  been  kept  free  from  sugar. 
There  is  nothing,  in  fact,  to  form  the  source  of  trouble,  seeing  that 
there  is  not  the  abnormal  presence  of  sugar  in  the  circulation  to 
occasion  deviation  from  the  healthy  state.  On  the  other  hand, 
when  sugar  is  passing  through  the  system,  and  the  remark  applies 
in  proportion  to  the  amount  passing  through,  not  only  are  there 
to  be  observed  the  symptoms  ordinarily  consequent  thereon,  but  a 
constant  state  of  insecurity  exists,  from  the  danger  of  the  super¬ 
vention  of  the  serious  issues  known  to  follow  upon  the  disease. 
Moreover,  with  the  unnatural  state  occasioned  by  the  presence  of 
sugar,  nutritive  action  is  not  carried  on  in  such  a  manner  as  to 
properly  maintain  the  general  strength.  As  a  consequence,  the 
general  power  becomes  sapped  or  prematurely  exhausted,  and  the 
system  weakened  and  rendered  less  able  to  resist  the  effect  of 
pernicious  influences.  Such  is  not  the  position  when  sugar  is  not 
similarly  traversing  the  system.  Indeed  there  is  nothing  to  render 
the  state  essentially  different  from  that  ordinarily  existing. 
The  contrast  between  the  two  conditions — that  is,  where  sugar 
is  allowed  to  abnormally  exist  in  the  system,  and  where  it  is 
prevented  from  doing  so — is  well  shown  in  cases  where  the  disease 
has  run  on  for  some  time  without  being  recognised,  and  is  subse- 
sequently  controlled  by  dietetic  treatment.  What  will  be  observed 
In  such  instances  will  be  a  gradually  advancing  impairment  of 
health  and  increasing  severity  of  the  symptoms  of  the  disease  ; 
and  it  is  right  to  assume  that  progress  in  the  same  direction  would 
run  on,  and  the  patient  grow  worse  and  worse,  if  the  condition 
continued  to  be  left  to  itself.  Whilst  matters  are  thus  proceeding, 
It  happens,  say,  that  the  existence  of  the  disease  becomes  recog¬ 
nised,  and,  if  the  case  be  such  that  the  sugar  is  susceptible  of  being- 
removed  from  the  urine  by  the  exclusion  of  the  carbohydrate  prin- 
vciples  from  the  food,  and  this  exclusion  be  carried  out,  this  alone 
will  suffice,  not  only  to  check  the  downward  progress  occurring, 
but  to  bring  back  health  and  strength  to  the  patient.  The 
first  consideration,  therefore,  in  the  treatment,  is  to  control  by 
■dietetic  measures  the  passage  of  sugar  through  the  system.  The 
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real  point,  however,  to  he  aimed  at  is  to  restore  the  assimilative 
power  over  the  carbohydrate  elements  of  food  ;  and  until  this  has 
been  accomplished  it  cannot  be  said  that  a  cure  has  been  effected, 
but  only  that  the  disease  is  held  in  subjection,  and  prevented,  as 
long  as  the  condition  can  be  maintained,  from  leading  on  to  an 
unfavourable  issue.  What  most  conduces  to  this  desired  restora¬ 
tion  of  assimilative  power  is  the  maintenance  of  a  normal  state  of  the 
system  by  keeping  it  free  from  the  passage  of  sugar  through  it,  and 
in  this  way  bringing  a  healthy  condition  of  body  to  bear  in  helping 
to  promote  a  removal  of  the  faulty  state.  According  to  my  own 
experience,  opium  and  its  derivatives,  codeine  and  morphine,  are 
the  medicinal  agents  which,  more  than  any  others  that  I  know  of, 
assist  in  the  actual  cure  of  the  disease,  by  which  I  mean  a  restora¬ 
tion  of  the  assimilative  power  which  has  been  impaired.  The 
influence  of  these  agents  may  be  witnessed  in  cases  where  the 
sugar  has  been  brought  down  by  diet  to  a  certain  point,  but  is 
insusceptible  of  entire  removal  from  the  system  by  dietetic  treat¬ 
ment  alone.  The  complete  removal  may  then  be  sometimes 
observed  to  follow  the  subsequent  administration  of  the  drug, 
showing  that  the  medicinal  agent  has  acted  in  the  direction  of 
exerting  a  restraining  influence  over  the  abnormal  production  and 
elimination  of  sugar.  When  cases  of  a  favourable  nature,  that  is, 
cases  occurring  above  the  middle  period  of  life,  are  treated  by  these 
combined  measures,  and  the  treatment  is  steadily  carried  on  for 
some  time,  it  is  a  matter  of  common  observation  that  the  system  of 
the  patient  becomes  able  to  tolerate  a  certain  amount  of  carbohy¬ 
drate  food,  without  it  leading  to  the  elimination  of  sugar.  Often, 
with  strict  observance  of  the  required  treatment,  the  assimilative 
power  is  found  to  become  so  far  re-established,  that  a  fair  amount 
of  the  carbohydrate  principles,  or  even  an  ordinary  diet,  may  be 
taken  without  leading  to  the  elimination  of  sugar.  When  this  is 
the  case,  carbohydrate  principles,  according  to  the  extent  found  to 
be  tolerated,  may  be  taken  without  occasioning  harm ;  but  the 
object  is  to  keep  below  the  point  at  which  the  escape  of  sugar 
takes  place,  and  when  this  is  done  actual  benefit,  instead  of  injury, 
is  derived  therefrom.  Here  I  may  refer  to  the  aid  afforded  by  the 
quantitative  testing  of  the  urine.  It  is  absolutely  essential,  I  con¬ 
sider,  in  the  management  of  a  case,  to  possess  the  knowledge  thus 
supplied,  not  only  for  the  purpose  of  regulating  the  treatment 
according  to  the  progress  made,  but  also  for  keeping  a  check  upon 
the  manner  in  which  the  directions  given  are  being  carried  out. 
When  in  a  case  it  is  found  to  happen  that  the  assimilative  power 
has  been  restored,  it  is  permissible  to  consider  that  an  actual  cure 
has  been  effected  ;  but  it  is  always  requisite  to  bear  in  mind  that  a 
weak  point  has  existed,  and  that  it  is  advisable  to  avoid  unduly 
taxing  a  power  which  has  previously  given  evidence  of  being  at 
fault.  (Dr.  F.  W.  Pavv,  British  Mud.  Journal,  Aug.  16,  p.  393.) 
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DIABETES  MELLITU3  IN  CHILDREN. 

Stein  (Arch.  f.  K.,  xi.  5  and  6).  The  recorded  cases  of  this  disease- 
in  children  are  not  numerous.  The  author  could  find  only  117,  and 
75  of  these  were  published  subsequent  to  1870.  An  analysis  of 
these  cases  showed  the  importance  of  heredity  from  an  etiological 
standpoint,  the  parents  being  either  diabetic  or  neuropathic.  The 
influence  of  other  diseases  was  seen  in  the  fact  that  the  diabetes 
was  complicated  by  gastric  catarrh,  morbus  maculosus  Werlhofii, 
typhoid,  malaria,  measles,  and  furunculosis.  The  causative  influ¬ 
ence  of  a  starchy  diet,  exposure  to  cold,  and  concu.-sion  of  the  brain, 
was  noted  in  some  of  the  cases.  The  initial  symptoms  varied;  in 
fact,  the  beginning  of  the  disease  was  seldom  observed.  In  some 
instances  there  was  emaciation,  peevishness,  enuresis,  or  intense 
hunger.  Polyuria  was  the  principal  symptom,  and  the  quantity  of 
urine  passed  was  sometimes  enormous.  The  specific  gravity  varied 
from  1008  to  1042,  and  the  quantity  of  sugar  from  five  to  ten 
per  cent.  Other  symptoms  which  might  be  added  were  weakness,, 
sweating,  nosebleed,  furuncles,  abscesses,  and  cataract.  As  might 
be  expected,  the  digestive  organs  gave  marked  evidence  of  the 
drain  to  which  they  were  exposed.  The  patients  exhaled  a  charac¬ 
teristic  odour  of  vegetables,  apples,  or  wine,  and  in  spme  cases  there 
were  carious  teeth,  loss  of  appetite,  vomiting,  constipation,  or  diar¬ 
rhoea.  Death  resulted  in  those  ca^es  in  which  the  respiratory  organs 
became  affected.  Nothing  definite  could  be  concluded  from  the 
pathological  anatomy.  The  duration  of  the  disease  varied  from 
two  days  to  five  years.  In  (3  cases  the  disease  was  fatal  in  a  month,, 
in  17  within  a  year,  in  10  it  continued  more  than  a  year,  none  of 
the  cases  being  cured.  Of  70  cases  there  was  recovery  in  14,  im¬ 
provement  in  four,  and  death  in  52.  The  regulation  of  the  diet 
forms  the  most  important  feature  of  the  treatment.  Sour  milk,  to 
which  glycerin  and  mannite  were  added,  with  three  parts  of 
boiled  water  to  one  of  milk,  was  given  to  nursing-infants  with  satis¬ 
factory  results,  the  sugar  disappearing  permanently  from  the  urine. 
The  diet  for  older  children  was  limited  to  soup,  roast  meat,  raw 
eggs,  cheese,  and  sour  milk,  sugar,  and  starchy  food  being  prohib¬ 
ited.  Cod-liver  oil  and  iron  were  also  given  with  satisfaction. 
The  alkaline  carbonates  were  found  serviceable,  also  large 
doses  of  mineral  acids,  which  were  given  before  breakfast  and 
dinner.  To  the  foregoing  list  of  medicinal  agents  might  be  added 
the  acetate  and  sulphate  of  iron,  and  salicylate  of  soda.  (xAmerican 
Journal,  August,  p.  211.) 

DIABETES.— Death  preceded  by  Convulsions. 

Death  from  coma  is  a  well-known  mode  of  termination  in  diabetes,, 
but  convulsions  are,  on  the  contrary,  very  rare.  Doubtless  in  most 
of  the  textbooks  it  is  stated  that  convulsions  may  occur;  but  the 
statements  are  of  the  most  general  character,  indeed,  it  was  diffi- 
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"Cult  to  find  any  reference  to  such  cases.  Dr.  Dreschfeld,  in  his  Brad- 
shawe  Lectures  on  “  Diabetic  Coma,”  says  “  convulsions  are  rarely 
noticed and  the  rarity  may  be  judged  from  the  fact  that,  in  six¬ 
teen  cases  of  diabetes  ending  in  coma  observed  by  him,  convulsions 
only  occurred  once ;  and  in  eighty  cases  which  he  had  been  able  to 
trace,  convulsions  are  only  noted  in  six.  The  resemblance  of 
diabetic  to  uraemic  coma  cannot  escape  remark  ;  but  it  has  always 
been  admitted  as  peculiar  that,  while  uraemic  poisoning  very  often 
manifests  itself  by  convulsions  as  well  as  by  coma,  in  diabetic  sub¬ 
jects  coma  is  relatively  common  and  convulsions  very  rare.  In  this 
case  the  occurrence  of  convulsions  seemed  to  render  it  worthy  of 
record.  (Remarks  upon  a  case  by  Dr.  Finlayson,  Glasgow  ;  British 
Medical  Journal,  May  3,  p.  1011.) 

[Dr.  Dreschfeld’s  “  Bradshawe  Lectures  ”  will  be  found  in 
Volume  94  of  the  Retrospect.'] 


ENLARGED  PROSTATE.— Occurrence  of  Hsematuria  in. 

Speaking  upon  20  cases  of  Senile  Enlargement  of  the  Prostate  in 
which  Haematuria  occurred,  Mr.  Reginald  Harrison  says :  In  the 
majority  of  instances  the  amount  of  bleeding  was  not  large,  but  it 
would  recur  from  time  to  time  on  very  slight  causes,  such  as  cold 
and  fatigue.  There  are  a  good  many  persons  with  large  pros¬ 
tates  who  get  temporary  attacks  of  bleeding  much  on  the  same 
principle  as  others  do  who  suffer  from  piles.  Dr.  Frank  reminded 
me  the  other  day  that  the  term  “  prostatic  pile  ”  was  a  condition 
recognised  by  some  German  writers  on  this  subject.  I  fully  appre¬ 
ciate  the  force  of  the  expression.  When  the  bladder  is  capable 
of  emptying  itself  tolerably  well  this  symptom  is  merely  a  tempor¬ 
ary  one  and  usually  disappears  with  some  restrictions  in  diet  and 
a  little  active  purgation.  There  is,  however,  one  condition  of  the 
senile  bladder  which  adds  considerably  to  the  trouble  connected 
with  this  kind  of  bleeding.  I  refer  to  those  instances  where  it 
occurs  with  a  large  prostate  and  an  atonic,  or  almost  completely 
atonic,  bladder.  The  great  safeguard  against  prostatic  hemorrhage 
is  the  power  of  the  bladder  to  exercise  pressure.  In  two  instances 
not  only  had  I  to  empty  the  bladder  of  blood,  but  to  keep  it 
empty  by  pressure  upon  it,  and  the  retention  of  a  catheter  until 
the  tendency  to  bleed  had  ceased,  just  as  is  done  with  the  flaccid 
uterus.  In  both  the  instances  I  refer  to  this  was  successfully 
accomplished,  and  the  patients  recovered,  though  the  loss  of  blood 
was  considerable.  It  is  not  the  least  use  depending  upon  haemo¬ 
statics  in  cases  such  as  these,  the  mechanical  reason  why  the  bleed¬ 
ing  will  not  cease  must  be  recognised  and  acted  upon,  or  the 
patients  will  flood  to  death  with  their  bladders  distended  with 
blood  up  to  the  umbilicus,  as  I  have  seen.  For  the  purpose  of 
emptying  the  bladder  under  such  circumstances  there  is  nothing 
VOL.  CII.  F 
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like  one  of  the  catheters  and  aspirators  which  are  employed  in 
evacuating  the  fragments  of  stone  after  lithotrity.  Unless  this  is 
effectually  done,  there  is  very  little  chance  of  restraining  the 
hemorrhage.  (Clinical  Lecture  on  Haematuria,  Medical  Press  and 
Circular,  July  23,  p.  76.) 

EPIDIDYMITIS  AND  ORCHITIS,— Dp.  Jullien’s  New 
Suspensory  Bandage  for. 

I  am  indebted  to  the  kindness  of  the  staff  of  the  Male  Lock  Hospital 
for  permission  to  publish  the  following  results.  This  bandage  has 
been  introduced  into  France  by  Hr.  Jullien,  of  Paris,  who  kindly 
brought  it  to  the  Lock  Hospital,  and  asked  that  it  might  be  tried. 
It  consists  of  an  elastic  band,  which  fastens  round  the  hips  with  a 
buckle  ;  a  bag  to  hold  the  testicles,  of  large  size,  with  a  hole  through 
which  the  penis  protrudes,  made  of  mackintosh  material;  two  straps 
pass  from  the  posterior  margin  of  the  bag  around  the  gluteal  folds, 
and  hook  in  front  to  the  elastic  band.  On  each  side  of  the  bag  are 
two  tapes,  which  when  tied  are  able  to  produce  a  considerable  pres¬ 
sure  upon  the  testicles.  To  apply  the  bandage,  it  is  necessary  to  line 
the  bag  with  a  layer  of  cotton  wool  half  an  inch  thick,  place  the 
testicles  in  it,  and  adjust  the  straps.  More  cotton  wool  is  inserted 
until  the  whole  is  well  and  firmly  packed,  and  the  lateral  tapes  are 
securely  tied.  The  essential  principle  of  this  bandage  is  to  exert  a 
uniform  elastic  pressure  upon  the  testicles  by  means  of  the  cotton 
wool  and  non-distensible  bag,  and  this  it  accomplishes  most  effec¬ 
tually.  Its  advantages  in  the  acute  stages  of  these  diseases  are  most 
marked,  but  it  is  also  of  great  service  in  the  more  chronic  forms,, 
hastening  resolution  and  the  absorption  of  the  plastic  exudation. 
By  its  use  we  have  been  able  to  dispense  entirely  with  any  other 
means  of  treatment,  and  in  the  severest  cases  of  epididymitis  the 
patients  have  been  able  to  walk  about  and  do  their  work,  in  many 
cases  of  a  laborious  character,  with  perfect  comfort  and  freedom  from 
pain.  In  one  case  the  patient  was  groaning  and  retching  constantly r 
unable  to  move,  but  upon  the  application  of  the  bandage  immediately 
got  dressed,  and  could  walk  about  the  ward  comfortably.  In  only 
one  instance  after  its  application  was  pain  complained  of,  and  then 
it  was  situated  high  up  above  the  external  abdominal  ring  in  the 
cord.  The  duration  of  the  inflammatory  process  is  also  checked,  the 
plastic  material  thrown  out  is  much  less  in  amount  than  in  cases 
treated  by  ordinary  antiphlogistic  remedies.  The  freedom  from  pain 
and  the  obviation  of  the  necessity  of  keeping  in  bed  are  recommen¬ 
dations  for  this  bandage,  which  1  am  certain  will  lead  to  its  general 
use  in  the  treatment  of  acute  inflammatory  affections  of  the  testicle, 
and  although  not  so  marked  in  the  more  chronic  forms,  its  utility  in 
them  is  unquestionable.  The  bandage  can  now  be  obtained  in 
London  from  Messrs.  Matthews  Brothers.,  10,  New  Oxford  street. 
(R.  J.  Carter,  M.B.Lond.,  Lancet,  June  14,  p.  1299.) 
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FLUSHING  THE  MALE  BLADDER  WITHOUT  A  CATHETER. 

Staff-Surgeon  Dr.  Rotter,  of  Munich,  recommends  the  following 
process  of  flushing  the  male  bladder,  which  offers  the  advantage  of 
saving  the  patient  the  introduction  of  a  catheter  and  of  making  it 
impossible  to  introduce  septic  matter  with  the  instrument  into  the 
bladder.  An  irrigator,  filled  with  a  quart  of  some  disinfecting,  and 
perhaps  slightly  astringent,  liquid,  at  a  temperature  of  from  about 
82‘5°  to  86°  F.,  has  a  tube  6  ft.  or  more  in  length,  with  a  per¬ 
forated  and  somewhat  pointed  end.  This  end  is,  according  to  the 
size  of  the  meatus,  covered  with  more  or  less  gauze,  which  has 
previously  been  saturated  with  the  disinfecting  fluid,  and  is  now 
made  greasy  with  antiseptic  vaseline.  For  patients  with  a  very 
small  orifice  a  very  thin  gutta-percha  drainage-tube,  a  few  inches  in 
length,  is  attached  to  the  end  of  the  tube.  The  tube  is  exhausted 
up  to  its  end,  and  completely  filled  with  the  warm  fluid.  The  patient 
is  told,  if  possible,  to  micturate,  and  then  to  lie  on  his  back,  with  his 
legs  a  little  drawn  up  and  the  pelvis  supported.  The  end  of  the 
tube  is  then  introduced  into  the  urethra  to  the  length  of  about  an 
inch  and  there  held  fast  by  the  medical  man,  who  continually  presses 
the  glans  against  the  tube.  The  irrigator  is  then  raised  first  one- 
metre  high  and  then  two,  and  from  half  a  minute  to  two  minutes, 
or  in  patients  with  a  very  strong  sphincter  in  three  or  three  minutes 
and  a  half,  the  liquid  begins  to  flow  into  the  bladder.  The  amount 
is  easily  controlled  if  the  irrigator  is  made  of  glass,  and  if  not  by 
the  vibration  which  is  communicated  to  the  corpora  cavernosa.  If 
it  is  intended  to  completely  fill  the  bladder,  percus  ion,  the  appear¬ 
ance  of  the  bladder  above  the  symphysis,  and  in  many  cases  the 
patient’s  sudden  desire  to  micturate,  will  give  the  necessary  informa¬ 
tion.  (Lancet,  Aug.  80,  p.  460.) 

HYDRONEPHROSIS.— Abdominal  Nephrectomy  for. 

Prof.  Wishart,  of  the  Medical  Department  of  the  Western  Univer¬ 
sity  of  Canada,  reports  two  cases  in  which  Abdominal  Nephrectomy 
was  performed  for  Unilateral  Hydronephrosis  with  success.  The 
patients  were  women,  aged  81  and  43  years  respectively,  and  in  both 
cases  the  operation  was  undertaken  in  the  belief  that  the  disease 
was  ovarian.  Dr.  Wishart  concludes  his  paper  with  the  following 
propositions.  (1.)  That  in  a  large  proportion  of  cases  of  advanced 
hydronephrosis,  where  the  tumour  fills  the  abdomen,  it  is  impossible 
for  the  average  operator  to  say  whether  there  exists  a  cyst  of  the 
kidney  or  an  ovarian  tumour.  (2.)  That  supposing  hydronephrosis  is 
suspected,  it  is  not  possible  to  say  which  kidney  is  the  diseased  one. 
(3.)  The  last  two  propositions  being  admitted,  it  follows  that,  in  all 
those  advanced  cases,  incision  in  the  loin  and  drainage  cannot  be 
advocated,  as  the  surgeon  is  unable  to  say  which  side  ought  to  be 
incised.  (4.)  In  view  of  these  difficulties  in  diagnosis,  it  would  seem 
preferable  to  make  an  incision  in  the  linea  alba  and  complete  the 
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diagnosis  with  the  hand.  If  the  case  he  a  cyst  of  the  kidney,  carry 
the  incision  upwards  and  complete  the  operation  by  enucleating  the 
tumour.  (-5.)  This  operation  is  suitable  alike  for  hydro-  or  pyo¬ 
nephrosis,  the  danger,  of  course,  being  greater  in  the  former. 
(6.)  That  abdominal  nephrectomy  by  the  median  incision  is  a  difficult 
operation,  owing  to  the  high  position  of  the  tumour  and  the  close 
relations  of  the  aorta  and  vena  cava,  the  large  size  of  the  renal 
vessels,  and  the  fact  that  the  tumour  is  behind  both  layers  of  the 
peritoneum.  (7.)  If  a  correct  diagnosis  could  be  made,  I  am  of  opinion 
that  abdominal  nephrectomy  by  incision  along  the  linea  semilunaris 
is  the  best  operation  for  the  class  of  cases  under  consideration  ;  but 
I  do  not  think  it  possible  to  remove  such  large  cysts  by  incision  in 
the  loin.  (8.)  In  the  case  of  a  weak  patient,  or  one  advanced  in 
years,  supposing  the  abdomen  to  have  been  opened,  it  might  be  the 
safer  procedure  to  open  the  cyst  and  drain  from  the  loin.  This 
operation  is  safer  than  nephrectomy,  but  it  usually  leaves  a  perman¬ 
ent  fistula.  (9.)  In  view  of  the  symptoms  observed  in  the  two  cases 
reported,  1  think  it  would  be  advisable,  in  completing  the  operation 
of  abdominal  nephrectomy,  to  secure  drainage  by  making  an  open¬ 
ing  in  the  loin.  (Montreal  Medical  Journal,  July,  p.  9.) 

SUSPECTED  RUPTURE  OF  THE  BLADDER.-Injeetion  Test  in. 

The  value  of  this  test  was  well  illustrated  by  a  case  recently  under 
my  care  at  the  Metropolitan  Hospital.  The  patient,  an  elderly 
woman,  had  been  knocked  down  and  run  over  by  a  van,  one  of  the 
wheels  passing  over  the  lower  part  of  her  abdomen.  On  admission 
she  was  found  to  have  a  fracture  of  the  pelvis,  involving  the  sacro¬ 
iliac  joint,  with  considerable  separation  of  the  pubic  symphysis. 
She  was  quite  unconscious  and  in  an  extremely  collapsed  condition. 
The  skin  was  cold  and  clammy,  the  pulse  small  and  weak,  and  the 
respiration  feeble  and  sighing.  When  I  saw  her  shortly  after  her 
admission,  she  was  still  deeply  collapsed,  buthad  slightly  recovered 
consciousness  and  complained  of  great  pain  in  the  lower  part  of  her 
abdomen.  It  was  doubtful  how  much  urine  she  had  in  her  bladder 
at  the  time  of  the  accident,  since,  having  only  partially  regained 
consciousness,  she  could  not  answer  this  question  satisfactorily. 
I  passed  a  silver  male  catheter,  but  only  a  small  quantity  of  blood¬ 
stained  fluid  escaped,  and  on  depressing  the  handle  the  points 
seemed  to  be  felt  more  easily  than  normal  by  the  hand  above  the 
pubes.  The  history  of  the  accident,  the  collapsed  condition  of  the 
patient,  the  fracture  of  the  pelvis,  the  separation  of  the  pubic 
symphysis,  the  pain  in  the  hypogastrium,  the  escape  of  only  a  small 
quantity  of  bloody  fluid  on  the  passage  of  the  catheter,  and  the 
apparent  abnormal  projection  of  the  point  of  the  catheter  above  the 
pubes  when  the  handle  was  depressed,  led  me  to  suspect  a  rupture 
of  the  bladder.  Seeing  the  importance  of  early  recognising  this 
injury  if  treatment  by  suture  of  the  ruptured  viscus  is  to  have  a  fair 
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chance  of  success,  I  determined  to  explore  the  bladder  by  an 
incision  above  the  pubes.  Before  doing  so,  however,  I  thought  it 
as  well  to  try  the  injection  test.  I  therefore  forcibly  injected  a 
measured  quantity  of  water  into  the  bladder  through  a  full-sized 
catheter  tightly  fitting  the  urethra,  and  then  after  a  few  minutes 
drew  it  off,  taking  care  to  prevent  any  loss.  The  same  amount, 
within  a  drachm  or  so,  as  that  injected  was  returned.  In  the  face 
of  this  test,  therefore,  I  resolved  to  wait  a  few  hours  before  under¬ 
taking  any  active  measures.  Suffice  it  to  say  that  in  the  course  of 
the  evening  the  patient  passed  urine  naturally.  After  this  she  had 
no  further  bladder  trouble,  and  made  an  uninterrupted  recovery. 
(Mr.  W.  J.  VValsham,  Lancet,  Aug.  2,  p.  231.) 

TUBERCULAR  ULCERATION  OF  THE  BLADDER.— Recovery 
after  Scraping  through  a  Supra-pubie  Incision. 

At  the  Clinical  Society  on  Friday,  April  25,  1890,  Mr.  W.  H. 
Battle  read  notes  of  this  case.  The  patient  was  a  girl,  aged  20, 
single.  Her  father  was  subject  to  winter  cough  ;  her  mother  had 
died  of  phthisis  ;  other  members  of  the  family  were  healthy.  Ten 
months  before  admission  she  had  noticed  that  she  had  to  pass  urine 
more  frequently  than  usual,  about  every  four  instead  of  every  eight 
or  ten  hours,  and  had  some  pain  before  micturition,  but  not  during 
the  act  nor  afterwards.  The  urine  had  been  thick  since  the 
beginning  of  the  illness,  and  contained  blood  at  times.  The  symp¬ 
toms  had  gradually  increased  in  severity.  On  admission  she  was 
obliged  to  pass  urine  every  hour  and  a  half  or  two  hours,  and  had 
a  feeling  of  fulness,  an  aching  pain,  and  an  inability  to  retain  urine, 
the  pain  being  relieved  by  the  emptying  of  the  bladder.  The 
urine  was  slightly  alkaline,  of  specific  gravity  1015,  and  contained 
many  pus  and  some  epithelial  cells.  Occasionally  a  trace  of  blood 
was  found  in  the  urine.  Being  examined  under  an  anaesthetic,  and 
the  urethra  dilated,  an  ulcerated  surface  was  felt  at  the  base  pos¬ 
teriorly,  which  measured  2  inches  in  width  by  I5  inch  from  above 
downwards.  This  was  rubbed  with  small  sponges  on  forceps. 
Next  day  there  was  no  pain.  Ood-liver  oil  was  ordered,  and  the 
bladder  washed  out  twice  a  day  with  boracic  solution,  which  was 
changed  to  quinine  and  acid  injection  thirty  days  later,  when  there 
was  very  little  improvement  in  the  bladder  symptoms,  although 
there  was  less  pus  in  the  urine.  She  was  stronger  and  increasing 
in  weight.  A  week  later  she  was  again  examined  under  ether,  and 
the  cystoscope  Y/as  employed.  The  ulceration  was  almost  as 
extensive  as  on  the  former  examination.  The  finger  nail  and 
Yolkmann’s  spoon  were  used  lightly  to  scrape  the  surface,  and 
sponges  employed  as  before.  She  left  the  hospital  fifteen  days 
afterward^,  weighing  14|  lbs.  more  than  on  admission,  and  was 
readmitted  two  months  later  not  improved.  Injections  of  iodoform 
and,  subsequently,  of  balsam  of  Peru  were  used  without  apparent 
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improvement.  One  month  afterwards  suprapubic  cystotomy  was 
performed,  the  rectal  hag  being  employed,  and  bladder  injected  with 
five  ounces  of  warm  boracic  solution.  The  ulcerated  surface  in  the 
bladder  was  well  exposed  and  scraped  with  a  sharp  spoon.  The 
mucous  membrane  was  puckered  towards  this  surface,  evidently 
from  cicatricial  contraction  after  partial  healing.  The  disease  was 
apparently  localised  to  the  large  surface  scraped.  There  was  also  a 
pouch,  about  the  size  of  a  walnut,  and  covered  with  healthy  mucous 
membrane.  After  scraping  it  was  dabbed  over  with  a  solution 
of  chloride  of  zinc  (30  grains  to  the  ounce).  A  self-retaining 
catheter  was  passed  into  the  bladder  through  the  urethra,  a 
drainage  tube  through  the  lower  part  of  the  wound,  the  upper 
part  of  which  was  closed  with  a  silk  suture,  and  iodoform  and 
sal  alembroth  dressings  were  applied.  On  the  fifth  day  after¬ 
wards,  when  the  drainage  tube  was  removed,  the  urine  was  clearer. 
Six  weeks  later  the  urine  was  retained  from  periods  varying  from 
\\  to  2|  hours  ;  she  had  no  pain  on  micturition  and  no  discomfort; 
and  she  left  the  hospstal  on  the  fifty-third  day  after  the  operation. 
She  presented  herself  in  April,  1890,  and  was  then  in  good  health. 
She  was  able  to  retain  urine  for  three  hours  at  a  time  without  pain 
or  discomfort.  Examination  of  the  granulation  tissue  removed  at 
the  operation  showed  caseous  degeneration  of  tubercular  deposit ; 
but  no  bacilli  were  found,  nor  could  any  be  discovered  in  the  urine, 
though  this  was  examined  on  more  than  one  occasion.  The  urine, 
which  was  slightly  alkaline  at  first,  soon  became  and  continued  acid 
in  reaction.  It  was  possible  that  the  lesion  was  a  primary  one  not 
secondary  to  kidney  disease ;  this  view  was  rendered  more  probable 
by  the  continuing  improvement.  Primary  tubercular  deposit  in  the 
bladder  was  very  rare  ;  without  exploration  it  was  impossible  to  say 
what  the  symptoms  indicated,  there  being  no  symptom  of  any 
prominence,  and  no  history  as  to  causation.  The  S}rmptoms 
resembled  those  met  with  in  some  early  forms  of  renal  tuberculosis. 
Guyon  and  Reverdin  operated  for  tubercular  disease  of  the  bladder. 
On  cases  of  the  disease  recurring  in  males,  the  distress  caused  b}r  the 
cystitis  was  very  great;  in  all,  tubercle  bacilli  were  found  in  the 
urine,  and  in  more  than  one  there  was  evidence  of  tubercular 
deposit  in  other  parts.  Guyon  and  Reverdin  scraped  the  disease, 
and  touched  the  base  with  the  thermo-cautery.  Chloride  of  zinc 
was  preferred  here,  as  it  was  thought  that  its  effect  would  be  less 
likely  to  cause  sloughing,  and  more  likely  to  reach  the  whole 
surface.  (British  Medical  Journal,  May  3,  p.  1011.) 

TUBERCULOUS  DISEASE  OF  THE  GENITO-URINARY  TRACT.— 
Hematuria  in. 

Haematuria  is  almost  as  constant  an  indication  that  tubercle  has 
invaded  the  kidneys  or  ureters  as  haemoptysis  signifies  that  the 
lungs  are  tubercular.  Urinary  tuberculosis  may  be  either  ascending 
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or  descending.  It  is  always  a  good  plan  in  tubercular  subjects  or 
in  persons  who  are  suffering  from  ill-defined  slight  attacks  of 
hsematuria,  and  possessing  tubercular  histories,  not  to  neglect  to 
make  a  careful  examination  of  the  testes,  the  prostate,  and  the 
vesiculae  seminales,  with  the  finger.  The  detection  of  tubercular 
deposit  in  any  of  these  positions,  under  these  circumstances,  will 
often  throw  the  necessary  light  upon  the  hsematuria.  The  shotty 
feel  of  the  prostate  when  impregnated  with  the  early  form  of  this 
deposit  is  important  to  know  how  to  recognise.  In  the  breaking- 
down  stages  of  urinary  tubercle,  the  presence  of  pus  as  well  as 
blood,  not  to  say  anything  of  the  bacillus,  adds  considerably  to  the 
ease  of  making  a  diagnosis.  (Mr.  Reginald  Harrison,  Medical  Press 
and  Circular,  July  2d,  p.  76.) 


GENERAL  SURGERY, 

AND  AFFECTIONS  OF  THE  BONES,  JOINTS,  ETC. 

CENTRAL  NECROSIS  OF  RADIUS  WITHOUT  SUPPURATION. 

At  the  Pathological  Society,  on  April  1 ,  1890,  Mr.  Watson  Cheyne 
showed  a  specimen  of  Central  Necrosis  of  the  Radius  without 
Suppuration.  The  patient  was  a  boy  aged  fifteen,  who  had  an 
acute  abscess  at  the  upper  and  anterior  part  of  the  forearm  ten 
months  before  admission.  This  abscess  opened,  and  healed  in  two 
months.  The  greater  part  of  the  radius  continued  to  increase  in 
thickness,  especially  at  the  upper  and  middle  portions,  and  the 
patient  suffered  a  little  pain  at  night,  but  was  otherwise  in  good 
health.  Chronic  osteitis  was  diagnosed,  and  Mr.  Cheyne  proceeded 
to  gouge  a  trough  in  the  bone.  In  doing  so  at  the  upper  part  he 
found  a  soft  spot  in  the  bone  filled  with  granulation  tissue,  and  on 
following  this  inwards  he  came  on  a  sequestrum  two  inches  and 
a  half  in  length  in  the  interior  of  the  shaft.  The  sequestrum 
was  loose,  and  was  embedded  in  granulation  tissue,  but  there  was 
no  pus  or  fluid  around  it  or  in  the  neighbourhood.  The  seques¬ 
trum  had  evidently  come  from  the  inner  part  of  the  dense  bone 
next  the  medullary  cavity.  Mr.  Cheyne  explained  the  occurrence 
by  supposing  that  tbe  acute  inflammation  in  the  first  instance 
probably  blocked  the  nutrient  artery  and  the  periosteal  vessels,  and 
thus  deprived  a  considerable  area  of  the  bone  of  its  blood  supply. 
Part  of  this  bone  recovered,  but  a  small  portion  died,  and  was 
separated  from  the  living  in  the  usual  manner.  This  dead  piece 
was  at  a  considerable  distance  from  the  seat  of  the  abscess,  and 
never  became  infected  with  the  pyogenic  cocci ;  hence  the  absence 
of  suppuration  around  it.  Mr.  Cheyne  thought  that  some  of  the 
cases  described  as  “quiet  necrosis”  were  in  all  probability  instances 
of  tubercular  necrosis.  (Lancet,  April  12,  p.  803.) 
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COCAINE  ANAESTHESIA  IN  MINOR  SURGERY.— Esmarch's 
Bandage  as  an  Aid  to. 

Some  time  ago  Mr.  Mayo  Robson  and  Dr.  Corning  showed  that 
the  local  anaesthetic  effects  of  cocaine,  when  applied  by  subcu¬ 
taneous  injection,  can  be  considerably  intensified  and  prolonged  and 
the  danger  of  poisoning  prevented,  by  means  of  an  Esmarch 
bandage  applied  above  the  site  of  the  injection.  Dr.  E.  Kummer, 
of  Geneva,  recently  tried  this  method  in  over  fifty  cases  of  various 
minor  surgical  operations,  including  incision  of  whitlow,  evulsion 
of  ingrowing  nails,  excision  of  hypertrophied  scars,  or  of  subungual 
exostoses,  ganglia  of  the  wrist  or  fingers,  stretching  the  median 
nerve,  resection  of  phalanges  or  digits,  etc.  The  results  obtained 
were  highly  satisfactory,  all  the  operations  being  totally  painless, 
and  no  toxic  phenomena  occurring.  As  a  rule,  Dr.  Kummer  em¬ 
ploys  a  1  per  cent,  solution  of  hydrochlorate  of  cocaine,  injecting 
several  drops  with  a  Rravaz  syringe,  into  several  points  around  and 
over  the  site  of  operation,  and  carefully  preventing  the  re¬ 
flux  of  the  fluid  by  compression.  The  total  maximum  dose  of  the 
alkaloid  in  adults  was  never  more  than  0.05  gramme,  the  limit  in 
children  being  0.01-2.  In  operations  on  a  finger  or  toe  a  thin 
elastic  bandage  was  tied  around  its  base  ;  this  was  fully  sufficient 
to  secure  a  perfect  anaesthesia  of  all  local  tissues,  including  bones. 
In  operations  higher  up  the  limb  two  elastic  bandages — a  proximal 
and  a  distal  one — were  necessary,  and  even  then  only  soft  tissues 
were  anaesthetised,  the  bone  remaining  sensitive.  Anaesthesia  was 
complete  in  about  eight  minutes,  when  the  operation  may  be  com¬ 
menced.  When  the  operation  was  finished  and  before  the  dressing 
was  applied,  the  wound  was  allowed  to  bleed  moderately  for 
some  while,  in  order  to  allow  as  complete  a  washing-out  as  possible 
of  the  cocaine  injected.  When  the  application  of  Esmarch’s  band¬ 
age  is  impracticable  cocaine  produced  anaesthesia  of  the  skin  alone, 
for  which  purpose  an  injection  of  0.01  gramme  was  sufficient. 
(British  Medical  Journal,  June  28,  p.  1509.) 

COLD  ABSCESSES  TREATED  BY  IODOFORM  INJECTIONS. 

Bruns  (La  Mercredi  Med.,  April  16, 1890)  states  that  iodoform  is 
not  efficacious  in  the  treatment  of  tubercular  ulcerations,  because 
it  is  carried  away  by  the  secretions,  and  thus  prolonged  contact 
with  the  infected  surfaces  is  not  possible.  In  cold  abscesses,  how¬ 
ever,  this  condition  is  fully  realized  when  iodoform  injections  are 
made.  It  is  only  after  two  months  that  the  abscess  cavity  begins 
to  retract,  and  the  process  is  not  completed  for  fully  four  months. 
As  a  vehicle  olive  oil  is  to  be  preferred  to  both  ether  and  glycerine. 
The  favourable  action  of  such  treatment  is  incontestable.  Twelve 
tubercular  abscesses  were  cured,  some  of  which  contained  from  one 
to  two  quarts  of  pus,  and  during  an  observation  of  four  years  no 
case  of  recidivity  was  observed.  In  forty  cases  of  tubercular 
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arthritis  this  treatment  gave  a  considerable  number  of  apparently 
permanent  cures,  and  other  authors  have  reported  analogous  re¬ 
sults.  Injection  mixtures  should  contain  ten  or  twenty  parts  of 
iodoform.  If  the  disease  is  in  its  fungous  stage  an  interstitial  injec¬ 
tion  of  four  to  six  cubic  centimetres  is  made.  If  there  are  peri-  or 
intra-articnlar  abscesses,  these  should  be  evacuated  and  the  cavity 
should  be  injected.  The  preparatory  boric  acid  irrigation,  advised 
by  Carousi,  is  not  necessary,  nor  is  immobilization  of  the  joint 
required,  save  in  exceptional  instances.  No  case  of  intoxication 
was  observed.  These  injections  should  be  repeated  every  two  or 
four  weeks,  sometimes  they  should  be  employed  more  frequently, 
an  interval  of  not  more  than  eight  days  being  allowed  to  elapse  bet¬ 
ween  the  treatments.  As  a  result  there  is  a  rapid  amelioration  of 
pain.  The  purulent  collections  are  at  first  reproduced  but  are 
subsequently  absorbed.  The  fungosity  gradually  disappears,  and, 
finally,  the  articulation  remains  normal  and  mobile.  Among  the 
cures  may  be  mentioned  white  swellings  of  practically  all  the  joints, 
but  particularly  of  the  elbow,  the  knee,  the  wrist,  and  the  ankle. 
Less  common  is  the  successful  treatment  of  hip- joint  involvement. 
The  more  recent  the  case  and  the  younger  the  subject  the  better 
are  the  results.  Even  though  a  cure  is  not  obtained  a  decided 
amelioration  is  always  observed.  Want  of  success  in  this  treat¬ 
ment  as  applied  to  joint  trouble  is  more  common  than  is  the  case  in 
cold  abscesses.  An  extended  experience  in  several  large  clinics 
has  demonstrated  that  this  treatment  should  be  given  a  fair  trial  in 
the  early  stages  of  all  white  swellings.  Krause  states  that  he 
has  had  only  3  failures  in  36  instances  where  the  knee  was  involved, 
13  of  the  hip,  6  of  the  ankle,  5  of  the  hand,  and  1  of  the  elbow. 
Complete  cure  has  resulted,  and  there  has  been  no  return  of  trouble 
for  one  year  in  15  of  the  knee  cases,  4  of  the  hip,  1  of  the  ankle, 
and  3  of  the  hand.  Movement  was  especially  well  preserved  in 
the  knee  and  the  hand.  In  the  hip  there  was  ankylosis,  but  all  of 
these  were  well-advanced  cases,  and  might  have  resulted  more 
favourably  had  intervention  been  practised  earlier.  Treudelen- 
berg  has  employed  this  treatment  in  130  cases,  the  injections 
being  repeated  at  intervals  of  eight  days.  The  results  varied. 
They  were  good  in  the  hip  and  wrist.  (American  Journal  of  the 
Medical  Sciences,  August,  p.  194.) 

CONTRACTIONS  IN  PARALYSED  LIMBS.— Surgical  Treatment. 

In  the  surgical  treatment  of  contractions  occurring  in  cases  of  par¬ 
alysis  it  is  necessary  to  bear  in  mind  that  these  are  essentially  of 
muscular  origin,  and  are  due  either  to  active  muscular  contraction, 
or  adapted  shortening  of  an  atrophic  and  passive  character.  There 
are  no  adhesions,  either  intra-capsular  or  extra-capsular,  in  paralytic 
contractions,  although  the  deep  ligaments  and  bands  of  fascia  are  sub¬ 
ject  to  adapted  structural  shortening.  If  there  is  any  law  firmly 
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established  by  long1  experience  in  the  surgical  treatment  of  contracted 
joints  io  deformities  due  to  paralysis  it  is,  never  attempt  to  overcome 
muscular  contraction  by  forcible  extension ,  By  subcutaneous  teno¬ 
tomy  we  can  at  once  remove  all,  or  nearly  all,  the  muscular  contraction 
without  the  least  possible  risk,  and  gradual  mechanical  extension  will 
overcome  the  other  obstacles.  I  wish  more  especially  to  draw 
attention  to  this  law,  as  I  have  frequently  seen  cases  in  which  serious 
injury  has  resulted  from  some  failure  to  recognise  the  importance  of 
it,  such  as  fracture  of  the  femur,  or  separation  of  the  lower 
epiphysis  in  a  case  of  knee-joint  contraction;  laceration  of  the  skin 
whenthis  is  in  an  atrophic  condition,  as  in  the  so-called  glossy  skin 
occasionally  met  with  in  cases  of  paralysis ;  a  liability  to  dislocation 
of  the  hip,  etc.  (Mr.  William  Adams,  p.  256.) 

DELTOID  NEURALGIA.— Treatment. 

The  evidence,  as  far  as  I  can  follow  it,  is  to  the  effect  that  deltoid 
neuralgia  is  local  and  not  reflected,  and  that  it  is  due  to  changes 
beneath  the  deltoid  itself :  and  whilst,  with  one  exception,  all  the 
cases  I  have  seen  have  given  a  history  of  injury,  yet  in  that  one, 
though  my  notes  are  silent  on  the  cause,  there  was  the  condition  of 
subdeltoid  effusion,  or  at  least  of  inflammatory  change,  to  which  in 
this,  as  in  all  the  other  cases,  I  attribute  the  neuralgic  pain.  The  treat¬ 
ment,  to  be  quickly  efficacious,  is  hard  for  most  people  to  carry  out, 
as  it  involves,  after  a  time,  the  passive  movement  of  the  arm,  so  as 
to  restore  the  suppleness  of  the  periarthritic  tissues,  and  notably  of 
that  under  the  deltoid.  The  difficulty  of  course  lies,  as  all  know 
when  dealing  with  shoulder-joint  adhesions,  to  move  the  humerus 
on  the  scapula,  and  not  merely  the  latter  on  the  thorax.  But  assum¬ 
ing  this  difficulty  to  be  overcome  by  some  one  initiated  into  the 
technique  of  the  procedure,  then  the  steps  of  the  treatment  are 
simple.  In  short,  they  are  as  follows  :  Blisters,  one  or  more,  over 
the  insertion  of  the  deltoid  ;  and  when  the  skin  has  healed  sponge 
the  shoulder,  at  least  morning  and  evening,  with  water  as  hot  as  can 
be  borne  and  immediately  commence  local  massage  and  passive 
movement,  and  in  spite  of  the  patient’s  protestations  carry  both  to 
the  furthest  limit  of  his  endurance.  By  constant  repetition,  with 
variations,  of  the  above,  the  case  may  be  certainly  cured.  Where 
there  is  evidence  of  chronic  rheumatic  arthritis,  I  always  order 
salicylate  of  soda,  and  I  think  with  benefit.  (Mr.  C.  H.  Golding 
Bird,  p.  280;  and  Guy’s  Hospital  Reports,  1889,  p.  221.) 

DIVISION  OF  THE  TENDO-ACHILLIS.— Method. 

With  regard  to  tenotomy,  in  dividing  the  Achilles  tendon  we  always 
enter  the  point  of  the  knife  obliquely  downwards  near  to  the  margin 
of  the  tendon,  and  divide  from  within  outwards  towards  the  skin  ; 
but  in  one  class  of  paralytic  deformities — viz.,  those  with  rigid  muscles 
(“  spasmodic  rigidity  ”  as  it  is  called) — there  is  a  special  danger  in  this 
operation  of  a  large  open  wound  being  made,  instead  of  a  subcutaneous 
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puncture.  The  assistant  who  has  charge  of  the  foot  should  be  aware 
that  iu  these  cases  the  anterior  muscles  are  sometimes  thrown  into 
violent  spasmodic  contraction  as  soon  as  the  tendon  is  divided, 
and  if  he  does  not  control  this  violent  flexion  of  the  foot,  the  teno¬ 
tomy  knife  must  pass  through  and  completely  divide  the  skin, 
•especially  if  the  Achilles  tendon  should  be  prominent  and  thinly  cov¬ 
ered,  as  it  generally  is  in  these  cases.  Before  the  tendon  is  com¬ 
pletely  divided  the  assistant  should  begin  to  relax  the  tension,  and 
instantaneously,  as  the  division  is  completed,  extend  the  foot  and 
approximate  the  divided  extremities  of  the  tendon.  In  this  position 
the  foot  should  then  be  bandaged  and  a  flexible  metal  splint  applied. 
This  accident  happened  once  in  my  practice,  when  dividing  the 
Achilles  tendon  in  a  young  lady  with  spastic  contraction,  although 
I  had  especially  cautioned  the  surgeon  assisting  me  as  to  its  liability 
in  this  case.  Fortunately,  however,  the  case  did  well.  In  another 
case  a  colleague  of  mine  had  the  greatest  difficulty  in  preventing  it, 
so  strong  was  the  spasmodic  action  of  the  anterior  muscles.  The 
liability  to  this  accident  should  be  borne  in  mind.  The  teudo 
Achillis  is  recommended  by  some  surgeons  to  be  divided  by  passing 
the  knife  flatways  between  the  tendon  and  skin,  and  then  cutting 
through  the  tendon  from  behind  forwards.  The  Edinburgh  school 
generally  adopt  this  method,  and  it  has  been  recommended  by  Liston, 
Syme,  and  Sir  William  Fergusson  ;  but  in  this  method  of  operating 
the  posterior  tibial  artery  may  be  punctured  by  the  point  of  the 
knife  dipping  too  suddenly  and  too  deeply  after  the  tendon  has 
given  way,  an  accident  I  once  saw  occur  in  a  boy  twelve  years  of 
age,  but  the  hemorrhage  was  controlled  by  pressure,  and  the  case 
did  well.  (Mr.  William  Adams,  Lancet,  Sept.  27,  1890,  p.  654.) 

[An  article  on  the  Surgical  Treatment  of  Deformities  due  to 
Paralysis,  by  Mr.  Adams,  will  be  found  at  page  251  of  this  volume.] 

FLAT-FOOT  AND  DEFORMITIES  OF  THE  ANKLES  AFTER 
FRACTURE.— The  Operative  Treatment  of. 

Professor  Trendelenberg  of  Bonn,  in  the  International  Journal  of 
Surgery ,  Sept.  1889,  says:  In  badly  united  fractures  at  the  ankle 
the  deformity,  although  varying  in  degree,  is  essentially  the  same. 
The  foot  is  displaced  outward,  so  that  in  standing  the  axis  of  the 
leg  if  prolonged  downwards  does  not  pass  through  the  middle  of 
the  sole  of  the  foot,  but  strikes  the  internal  border  of  the  foot,  or 
even  further  inwards.  The  foot  is  pronated,  the  arch  flattened,  and 
the  appearance  is  much  like  that  of  a  marked  case  of  flat-foot.  As 
regards  treatment,  transverse  osteotomy  of  the  tibia  and  fibula, 
with  the  chisel  applied  just  above  the  ankle,  readily  removes  the 
deformity  and  enables  us  to  restore  the  leg  and  foot  to  its  normal 
position.  The  resemblance  of  these  cases  to  those  of  flat-foot,  and 
the  excellent  results  obtained  by  osteotomy  iu  the  former,  led  the 
.author  to  employ  the  same  procedure  in  cases  of  ordinary  (non- 
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traumatic)  flat-foot.  After  transverse  osteotomy  just  above  the 
ankles,  the  foot  could  be  readily  displaced  inwards  to  its  normal 
position,  and  the  pronation  was  also  thereby  corrected.  The  foot  was 
retained  for  five  weeks  in  a  plaster-of-Paris  bandage.  Trendelen- 
berg  has  thus  far  performed  supra-maleolar  osteotomy  in  five  cases, 
and  in  each  one  with  striking  success.  The  arch  of  the  foot  was 
restored,  the  foot  returned  to  its  normal  position,  and  the  difficul¬ 
ties  in  walking  were  completely  removed.  (Edinburgh  Medical 
Journal,  Oct.,  p.  39.) 

FRACTURE  OF  BASE  OF  THE  SKULL. -Subconjunctival 
Hemorrhage  in. 

An  effusion  of  blood  into  the  cellular  tissue  of  the  orbit  is  one  sign 
of  the  presence  of  a  fracture  of  the  anterior  fo;sa  of  the  base  of  the 
skull.  This  effusion  of  blood  may  be  limited  to  the  eyelids  at 
first,  and  then  spread  to  the  ocular  conjunctiva ;  it  may  take  place 
into  the  back  of  the  orbit,  and  then  spread  forwards,  only  showing 
itself  in  the  conjunctiva  after  the  lapse  of  some  hours  or  days,  and 
then  spread  to  the  lids  ;  it  may  be  small  in  quantity,  or  sufficient  to 
produce  exophthalmos.  The  value  of  orbital  extravasation  as  a 
sign  of  fracture  is  largely  dependent  on  the  question  of  its  posi¬ 
tion  (subconjunctival  or  not)  and  the  quantity  in  which  it  presents. 
Other  signs,  such  as  epistaxis  from  the  nostril  of  the  side  on  which 
the  fracture  is,  and  the  position  of  the  injured  part  must  be  con¬ 
sidered.  Most  are  familiar  with  the  appearance  of  the  eye  when 
there  is  this  hemorrhage  under  the  ocular  conjunctiva ;  in  extreme 
cases  it  forms  an  elevated  brownish-red  circle,  which  encloses  the 
cornea,  and  contrasts  strongly  with  the  colour  of  the  iris  of  the 
patient.  Usually  disappearing  in  the  course  of  a  fortnight  or  so,  it 
may  last  a  long  time,  the  blood  not  being  absorbed  for  weeks ;  I 
have  watched  its  gradual  disappearance  over  a  period  of  from  six 
to  seven  weeks.  In  four  cases,  all  of  which  recovered,  there  was 
much  protrusion  of  the  eye  on  admission,  and  to  an  extent  sufficient 
to  interfere  with  the  action  of  the  ocular  muscles.  In  one  case, 
that  of  a  man  of  twenty-five,  there  was  slight  proptosis  on  admis¬ 
sion  ;  next  day  there  was  more  marked  but  still  moderate  protrusion 
of  the  eyeball,  which  was  displaced  downwards  and  towards  the 
middle  line,  the  movements  being  limited  in  ever}7  direction,  chiefly 
outwards.  There  was  no  ophthalmoscopic  change.  On  the  third 
day  there  was  considerable  subconjunctival  ecchymosis.  In  sixteen 
patients  there  was  orbital  effusion  in  the  lids  when  they  came  in, 
which  subsequently  spread  to  the  conjunctiva.  In  four  subcon¬ 
junctival  ecchymosis  appeared  on  the  second  day,  in  three  on  the 
third,  and  in  one  on  the  sixth.  Of  the  fatal  cases,  ecchymosis  of 
the  conjunctiva  was  not  an  invariable  symptom,  for  in  two  out  of 
fourteen  there  was  none,  the  fracture  being  correctly  diagnosed  by 
the  severe  epistaxis,  and  in  one,  where  the  lesser  wing  of'  the- 
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sphenoid  was  splintered,  the  hemorrhage  did  not  show  in  the  con¬ 
junctiva  for  at  least  ten  hours  after  the  injury.  Again,  in  the 
case  in  which  ihe  anterior  clinoid  process  was  the  only  part  of  the 
base  broken,  contusion  of  the  lids  and  extravasation  in  the  con¬ 
junctiva  were  evident  from  the  first.  In  fractures  of  the  malar 
a,nd  superior  maxillary  bones  blood  may  be  extravasated  into  the 
lids  and  under  the  conjunctiva  5  this  is  a  rare  occurrence  which 
might  lead  to  error  in  diagnosis.  (Mr.  W.  Ii.  Battle’s  Lectures  on 
Injuries  to  the  Head,  Lancet,  July  12,  p.  58.) 

FRACTURE  OF  BASE  OF  SKULL.-The  Nature  of  the 
Watery  Fluid  Discharged  from  the  Ear  in. 

Although  there  are  many  statements  with  regard  to  fractures  in 
the  temporal  bone  made  by  Dr.  Buck,  in  his  article  on  Injuries  and 
Diseases  of  the  Ear  in  the  International  Encyclopaedia  of  Surgery, 
with  which  I  cannot  agree,  there  is  one  which  seems  a  very  good 
suggestion  with  regard  to  some  of  these  watery  discharges.  Speak¬ 
ing  of  fracture,  with  laceration  of  mucous  membrane  in  the  ear  and 
rupture  of  the  membrana  tympani,  he  says  :  “  Such  a  laceration  of 
the  parts  is  sure  to  be  followed  by  inflammation,  and  this  inflam¬ 
mation  will  be  proportionate  to  the  degree  of  damage  done  to  the 
parts.  A  profuse  and  sometimes  long-continued  watery  discharge 
from  the  middle  ear  by  way  of  the  external  auditory  canal  is  a 
well-known  characteristic  of  an  ordinary  non-traumatic  acute 
inflammation  of  the  middle  ear,  provided  that  an  opening  has  been 
established,  either  by  natural  or  by  artificial  means,  in  the  mem¬ 
brana.  tympani,’  etc.  In  many  instances,  if  poured  out  in  large 
quantities  so  as  to  permit  of  examination  when  free  from  dis¬ 
colouration  by  blood,  the  watery  discharge  will  be  found  to  have 
the  same  limpid,  clean  appearance  as  the  cerebro-spinal  fluid,  but 
occasionally  has  a  higher  specific  gravity  (in  one  case  it  was  1013), 
abundance  of  chlorides,  a  very  small  amount  of  albumen  as  indi¬ 
cated  by  the  usual  tests,  merely  enough  to  produce  a  whitish 
opacity,  and  a  trace  of  some  substance  which  for  a  long  time  was 
regarded  as  sugar,  but  which  Dr.  Halliburton  identifies  with  pyro- 
catechin.  This  substance  reduces  Fehling’s  solution,  but  does  not 
answer  to  some  other  tests  for  sugar.  The  flow  may  be  accelerated, 
as  Hilton  proved,  by  increase  of  the  intra-cranial  vascular  pressure, 
produced  by  compression  of  the  jugular  veins  whilst  the  nose  and 
mouth  are  covered  and  it  may  be  increased  by  coughing  or  other 
strain,  as  in  patients  who  were  under  observation  in  St.  Thomas’s 
Hospital.  The  quantity  of  this  fluid  that  may  be  collected  is 
occasionally  very  large;  sometimes,  running  from  the  ear  in  a  con¬ 
tinuous  stream,  it  saturates  the  pillow  and  bedclothing.  In  one 
case,  during  the  course  of  five  hours,  this  amounted  to  three  pints, 
and,  as  the  flow  continued  for  ten  days  without  ceasing,  the  quantity 
which  came  away  during  that  time  was,  indeed,  enormous. 
(Mr.  W.  H.  Battle,  p.  269.) 


78  SYNOPSIS — General  Surgery ,  Bones ,  Joints ,  etc. 

FRACTURE  OF  BASE  OF  SKULL.— Paralysis  of  Facial  Nerve- 

Paralysis  of  the  facial  nerve  is  an  accompaniment  of  many  fractures 
of  the  base ;  indeed,  like  hemorrhage  from  the  ear,  it  may  be  regarded 
as  a  most  valuable  sign  of  fracture  in  the  middle  fossa.  Mr.  Pick, 
in  his  remarks  on  some  cases  of  fracture  of  the  base,  states  that  in 
thirteen  well-marked  instances  this  symptom  was  present  in  ten, 
and  that  it  developed  at  once  in  two  and  in  a  period  of  from  two  to 
six  days  in  eight.  It  was  not  met  with  in  anything  like  this  .pro¬ 
portion  in  the  cases  under  my  observation ;  in  only  fifteen  was 
paralysis  of  the  facial  nerve  sufficiently  marked  to  attract  attention, 
if  wre  exclude  two  in  which  the  patients  were  the  subjects  of  old 
hemiplegia.  In  six  the  paralysis  was  present  on  admission,  and 
persisted  when  the  patients  (four  in  number)  who  recovered  were 
able  to  leave  the  hospital.  In  the  two  fatal  cases  if  was  found  that 
the  fracture  which  extended  through  the  internal  auditory  meatus 
had  produced  considerable  laceration  of  the  nerves.  In  the  others 
it  appeared  as  follows: — On  the  second  day  in  a  man  aged  thirty-one, 
after  severe  hemorrhage  from  the  ear,  in  whom  the  fracture  was 
proved  to  have  passed  across  the  internal  auditory  meatus  without 
lacerating  the  nerves  ;  on  the  fourth  day  in  a  man  aged  forty-eight,, 
who  recovered;  on  the  fifth  day  in  a  man  aged  twenty-nine,  who 
died  from  erysipelas  and  pyaemia;  on  the  eighth  day  in  a  man  aged 
sixty-two,  who  died  from  delirium  tremens,  the  fracture  involving 
the  internal  auditory  meatus,  but  no  coarse  lesion  of  the  nerves 
being  seen;  on  the  tenth  day  in  a  boy  aged  ten,  there  being  much 
oedema  of  the  scalp  and  suppuration  in  a  scalp  wound  at  the  time 
(the  paralysis  had  nearly  gone  in  a  month);  on  the  tenth  day  in  a 
man  aged  twenty-three,  preceded  by  deafness  the  day  before  (the 
paralysis  had  nearly  disappeared  in  a  fortnight);  on  the  sixteenth 
day  in  a  man  aged  thirty-seven,  with  an  attack  of  erysipelas  (the 
hemorrhage  from  the  ear  had  been  very  free  at  first — the  paralysis 
was  transient) ;  on  the  eighteenth  day  in  a  man  aged  forty  (deafness 
before  the  accident  increased  during  the  period  of  hemorrhage,  four 
days— the  paralysis  lasted  six  days,  and  during  the  time  deafness 
was  more  manifest).  (Mr.  W.  H.  Battle,  Lancet,  July  12,  p.  63.) 

FRACTURE  OF  BASE  OF  SKULL.— Extravasation  of  Blood  in 
the  Mastoid  Region. 

Another  sign  of  fracture  of  the  base  of  the  skull  is  the  appearance 
of  extravasated  blood  in  the  mastoid  region  after  an  injury  to  the 
head.  I  consider  it,  under  certain  circumstances,  to  be  a  most 
important  indication  that  the  posterior  fossa  of  the  skull  is  the  seat 
of  the  fracture.  Sir  Prescott  Hewett  writes  :  u  Extravasation  of 
blood,  and  consequent  discolouration  of  the  skin,  appearing  in  the 
mastoid  region  some  hours  after  a  severe  injury  to  the  head,  may 
lead  to  the  suspicion  of  a  fracture  involving’  the  posterior  part 
of  the  base  ;  and  all  the  more  valuable  will  this  sign  become  if  the 
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injury  did  not  bear  directly  upon  this  region,  and  especially  if  it 
bore  upon  the  opposite  side  of  the  head.”  Observations  on  this 
subject  lead  me  to  the  following  conclusions  with  regard  to  “  mas¬ 
toid  ecchymosis.”  That  it  appears,  in  the  first  place,  in  front  of 
the  apex  of  the  mastoid  process.  That  it  often  spreads  upwards 
over  the  mastoid  in  aline,  slightly  curved,  and  with  the  convexity 
backwards,  its  direction  being  approximately  that  of  the  outline  of 
the  external  ear,  from  which  it  is  distant  half  to  three-quarters  of 
an  inch.  At  the  end  of  three  or  four  days  after  its  appearance, 
it  diffuses  itself  forwards  and  backwards,  chiefly,  however,  in  the 
latter  direction,  being  most  marked  in  the  original  line,  and  then 
gradually  disappears;  that  it  usually  shows  from  the  third  to  the 
fourth  day  after  the  injury,  but  its  appearance  may  be  delayed 
until  the  twelfth  or  fourteenth  day.  If  the  injury  which  is  in  the 
occipital  region  is  to  the  right  of  the  middle  line,  the  ecchymosis 
will  appear  on  that  side  over  the  anterior  part  of  the  apex  of 
the  mastoid  process ;  that  it  may  be  accompanied  with  oedema  and 
tenderness  over  the  process;  that  the  duration  of  the  time  which 
elapses  between  the  receipt  of  the  injury  and  the  appearance  of  the 
extravasation  is  to  some  extent  an  indication  of  the  distance  of  the 
fracture  from  the  process,  the  blood  being  compelled  to  travel 
by  a  certain  anatomical  route  in  order  to  reach  the  surface ;  that 
unless  search  be  made  for  the  extravasation,  it  is  very  apt  to  be 
overlooked,  as  the  ear  conceals  it,  especially  if  the  ear  is  large  or 
the  head  of  the  patient  has  not  been  shaved.  Should  the  fracture 
have  taken  place  in  the  middle  line  of  the  occipital  bone,  or  should 
there  be  two  or  more  lines  of  fracture  diverging  towards  the  fora¬ 
men  magnum  from  a  point  in  the  middle  line,  the  extravasation 
may  appear  on  both  sides  and  at  a  varying  interval.  (Mr.  W.  H. 
Battle,  p.  272.) 

INJURIES  TO  THE  HEAD.— Watery  Discharges  from  Nose. 

The  attention  of  the  profession  was  first  drawn  to  the  fact  that 
watery  discharges  occasionally  come  from  the  nose  after  head 
injuries  by  Blandin,  who  reported  a  case  in  1840,  that  of  a  man 
aged  thirty-two,  who  had  shot  himself  with  a  medium-sized  pistol, 
the  bullet  of  which  had  lodged  in  the  sella  turcica,  destroying  part 
of  the  pituitary  body.  “  There  flowed  from  the  nostrils  a  quantity 
of  bloody  serum  truly  enormous.”  M.  Robert  recorded  another  case 
five  years  afterwards,  and  proved  the  identity  of  the  fluid  with  the 
cerebro-spinal,  and  the  necropsy  showed  a  fracture  of  the  sella 
turcica  and  laceration  of  the  overlying  dura  mater  and  arachnoid 
covering  the  anterior  lobes  of  the  brain.  1  have  only  met  with  dis¬ 
charge  from  the  no^e  twice  after  severe  head  injury,  and  its 
importance  and  character  were  very  doubtful  in  the  first  of  these,, 
a  boy  aged  thirteen,  who  was  under  the  care  of  Mr.  Sydney  Jones. 
He  was  admitted  on  Jan.  4th,  1882,  and  continued  insensible  for  an 
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hour  and  a  half.  The  accident,  a  fall  from  a  cart,  had  happened 
twenty-four  hours  earlier,  and  he  was  still  vomiting.  Hemorrhage 
from  the  right  ear  continued  for  a  day,  and  there  was  a  yellowish- 
white  discharge  from  the  yight  nostril,  which  continued  when  he 
was  removed  by  his  parents  five  days  later.  In  the  second  it  is 
possible  that  there  was  a  fracture  of  the  petrous  bone,  implicating 
the  internal  auditory  canal,  but  without  rupture  of  the  membrana 
tympani.  The  character  of  the  fluid,  the  deafness  and  noises  in  the 
ear,  point  to  this  explanation.  A  man  aged  twenty-five  was  ad¬ 
mitted  in  1886  under  the  same  surgeon,  Having  fallen  14ft.  on  his 
head  he  was  unconscious  for  awhile,  and  when  admitted  an  hour 
later  there  was  a  large  scalp  wound,  and  there  had  been  epistaxis. 
On  the  next  day  there  was  subconjunctival  ecchymosisof  both  eyes, 
with  contusion  of  the  eyelids.  On  the  fourth  and  fifth  days  he 
complained  of  noises  in  the  left  ear,  and  on  the  sixth  it  was  noticed 
that  there  was  a  discharge  of  a  few  drops  of  clear  watery  fluid  from 
the  left  nostril.  Some  of  this  was  collected.  It  was  clear,  with  a 
yellowish  tinge,  slightly  alkaline  reaction,  a  trace  of  albumen,  and 
marked  proportion  of  chlorides.  On  the  eighth  day  he  had  had  a 
good  deal  of  headache  during  the  night,  and,  on  raising  him  up  to 
dress  him,  some  clear  fluid  resembling  that  collected  on  the  sixth 
day  again  ran  from  the  nose  ;  it  was  not  coagulated  by  heat  or 
nitric  acid,  contained  a  large  proportion  of  chlorides,  and  a  trace  of 
albumen.  He  was  quite  deaf  with  the  left  ear,  even  when  the 
watch  was  placed  against  the  mastoid  process  on  the  left  side  of  the 
forehead.  He  complained  of  a  rumbling  noise  in  the  ear,  and 
occasionally  of  singing  in  the  ear,  and  was  deaf  when  dismissed 
after  fortv-four  days’  residence.  Foucard  recorded  a  case  in  which 
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a  fracture  of  the  base  of  the  skull  was  accompanied  with  the  flow 
of  a  watery  fluid  from  the  left  nostril  only,  and  Malgaigne  another 
in  which  a  free  discharge  took  place  from  both  nose  and  ear. 
Writing  on  the  subject  of  nasal  discharge  after  injuries  which  had 
been  supposed  to  produce  fracture  of  the  base  of  the  skull,  as 
indicated  by  a  discharge  from  the  nose,  M.  Robert  drew  attention 
to  the  occasional  flow  of  a  limpid  salt  fluid,  sometimes  in  consider¬ 
able  quantity,  from  the  nose,  independent  of  traumatism,  and 
mentions  a  patient  who  could  fill  a  wine-glass  in  the  space  of  an 
hour,  and  saturated  twenty-five  to  thirty  handkerchiefs  in  the 
course  of  the  day.  (Mr.  W.  H.  Battle,  Lancet,  July  5,  p.  7.) 

FRACTURE  OF  THE  PATELLA. -Treatment  of. 

At  the  West  Kent  Medico-Chirurgical  Society  on  Feb.  7,  1890  Mr. 
John  Poland  read  a  paper  on  this  subject.  He  said  a  simple 
immovable  apparatus  of  plaster-of-paris,  etc.,  was  all  that  was 
requisite  in  many  cases  where  the  fragments  could  be  readily  brought 
into  close  apposition.  Aspiration  with  careful  attention  to  cleanli¬ 
ness  of  the  instruments  was  necessary  when  blood  or  fluid  in  the 
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;joint  prevented  this.  If  this  first  principle  of  treatment  by  imme¬ 
diate  apposition  were  efficiently  carried  out  patients  were  able  to 
follow  even  laborious  occupations,  as  Mr.  Bryant  had  shown  at  the 
Clinical  Society  in  1833.  Pressure  upwards  on  the  lower  fragment 
should  be  carefully  guarded  against  as  tending  to  its  rotation,  thereby 
causing  its  articular  surface  to  look  upwards,  and  rendering  close 
fibrous  union  impossible.  Of  the  methods  of  extra-articular  suture, 
that  brought  before  the  Clinical  Society  last  year  by  Mr.  Mayo 
Hobson  appeared  to  be  at  once  simple  and  effectual  in  suitable  cases. 
Mr.  Poland  believed  that  sufficient  stress  was  not  laid  upon  the 
causation  of  transverse  fracture  of  the  patella;  in  his  experience  as 
surgical  registrar  at  Guy’s  Hospital  he  had  ascertained  that  nearly 
one-half  of  the  cases  of  transverse  fracture  were  caused  by  direct 
violence  combined  with  muscular  action.  In  a  certain  proportion 
of  such  cases  extensive  laceration  of  the  capsule,  fascia  lata,  and 
extensor  tendon  at  the  front  and  sides  of  the  joint  was  to  be  found, 
together  with  considerable  extravasation  of  blood  into  and  around 
the  joint.  If,  in  these  exceptional  cases,  there  was  this  history  of 
the  accident,  and  when,  in  consequence,  there  was  strong  presump¬ 
tive  evidence  of  the  existence  of  the  above  lesions,  wiring  under 
strict  antiseptic  precautions  should  be  performed,  otherwise  a  more 
or  less  crippled  limb  was  sure  to  result.  He  expressed  his  belief 
that  a  more  or  less  stiff  but  strong  joint  was  better  than  a  crippled 
limb  and  wide  separation  of  the  fragments  with  the  probability  of 
fracturing  other  bones.  (British  Medical  Journal,  April  12,  p.  841.) 

IMPACTED  EXTRA-CAPSULAR  FRACTURE  OF  THE 
NECK  OF  THE  FEMUR. 

The  following  propositions  are  appended  to  a  paper  on  this  subject 
by  Mr.  Charters  J.  Symonds.  1.  That  the  extra-capsular  impacted 
fracture  is  the  most  common  form  of  injury.  2.  That  it  occurs  in 
aged  people  from  slight  injuries.  3.  That  the  principal  difficulty 
met  with  in  diagnosis  is  its  distinction  from  the  inlra-capsular  form. 

4.  That  many  of  the  distinctive  signs  are  absent  in  the  majority  of 
cases,  and  of  these  especially  crepitus  in  the  intra-capsular  variety. 

5.  That  the  three  conditions  described  above  have,  in  the  extra- 
capsular  impacted  variety,  been  generally  overlooked  ;  and  will 
assist  materially  in  the  diagnosis.  These  three  signs  being,  marked 
fuluess  of  Scarpa’s  triangle  and  of  the  thigh  below  the  anterior  supe¬ 
rior  spine  ;  antero-posterior  widening  of  the  trochanter,  and,  after 
the  swelling  of  the  soft  parts  has  subsided,  an  irregular  and  rocky 
thickening  of  this  process.  (3.  That  the  extra-capsular  unimpacted 
fracture  is,  when  compared  with  the  other  two  forms,  very  rare  : 
only  one  case  being  met  with  in  three  years,  or  one  in  thirty-two 
cases.  7.  That  when  a  doubt  exists  a  final  opinion  is  best  with¬ 
held  for  five  or  six  weeks,  by  which  time  the  condition  of  the 
trochanter  and  the  amount  of  power  retained  in  the  limb  will  be 
available  as  additional  signs.  (Guy’s  Hospital  Reports,  1 889,  p.  214.) 

VOL.  CII.  G 
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OSTEOGENESIS.— Bone  Grafts,  ete. 

At  the  International  Medical  Congress,  1890  (Berlin),  Professor 
Ollier,  of  Lyons,  read  a  paper  on  this  subject.  He  began  by  con¬ 
sidering  the  growth  of  bone  in  general,  and  gave  a  full  account  of 
his  researches  into  these  questions,  in  which  by  a  series  of  experi¬ 
ments  performed  on  animals,  as  well  as  in  consequence  of  the 
numerous  operations  which  he  had  performed  on  man,  he  had 
been  led  to  the  following  conclusions :  New  bone  could  in  reality 
be  formed  from  the  periosteum  alone,  and  only  under  certain  wrell~ 
known  conditions.  It  was  perfectly  hopeless  to  expect  any  com¬ 
plete  and  permanent  growth  of  bone  to  take  place  unless  the 
periosteum  surrounded  it.  It  was,  indeed,  true  that  if  the  parts 
wrere  aseptic  for  a  time,  the  new  bone,  or  implanted  bone,  as  the 
case  might  be,  seemed  to  grow,  but  this  was  only  for  a  time. 
Within  six  months  necrosis  took  place,  and  the  dead  bone,  if  loose, 
was  thrown  off,  or  might  remain  encysted  in  some  instances,  and, 
if  it  did  no  harm,  was  certainly  of  no  advantage  to  its  possessor. 
This  was  a  fact  which  had  been  known  for  many  years,  and  there 
was,  he  believed,  notwithstanding  what  had  been  said  to  the  con¬ 
trary,  no  exception  to  it.  If  a  more  minute  examination  were 
made  of  the  implanted  bone,  it  would  be  seen  that  the  changes 
which  took  place  in  it  were  as  follows :  It  was  penetrated  by  blood 
vessels  from  the  surrounding  bones  and  tissues,  but  these  vessels 
played  no  part  in  its  nutrition,  but  served  only  to  further  its 
absorption.  Perhaps  no  more  striking  evidence  of  the  value  of 
the  periosteum  could  be  given  than  the  following :  On  one  of  his 
patients,  a  young  woman,  he  had  operated  three  times,  resecting 
her  elbow  joint  on  each  occasion,  but  the  periosteum  had  been 
retained,  and  on  each  occasion  she  had  made  an  excellent  recovery. 
Practically  there  were  three  kinds  of  plans  which  might  be 
employed,  which  might  be  styled :  (1)  autoplastic,  in  which  the 
same  bone  was  used  to  repair  some  deficiency  in  itself,  and  the  bone 
was  only  partially  severed  from  its  connections — as,  for  example, 
where  a  piece  of  bone  was  turned  down  from  the  forehead  to  make 
a  new  nose;  (2)  the  second  of  these  plans  was  well  described  as 
homoplastic — that  is,  when  the  graft  is  taken  from  the  same 
individual,  but  not  from  the  same  bone;  (3)  the  third,  or  hetero¬ 
plastic,  plan  is  applied  to  those  cases  in  which  a  bone  of  some  other 
individual  or  animal  is  made  use  of.  The  first  and  second  plans 
were  all  but  useless,  and  the  third  quite  so — that  is  to  say,  the 
implanted  bone  could  not  ever  grow.  With  regard  to  the  question  of 
excisions,  it  was,  of  course,  a  case  for  either  movement  or  ankylosis. 
He  had  nothing  to  say,  except  that  in  the  lower  limb  we  must 
always  have  ankylosis,  and  in  the  upper  movement,  though  an 
exception  might,  perhaps,  be  made  in  the  case  of  the  wrist,  where 
a  fixed  or  partially  fixed  joint  would  be  more  useful  to  the  patient 
than  a  movable  one.  (British  Med.  Journal,  Aug.  16,  p.  407.) 
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RICKETS.— Spontaneous  Recovery  of  Bone  Deformities. 

In  cases  of  spontaneous  recovery,  the  mechanical  causation  of  these 
bony  curvatures  and  the  effects  of  the  weight  of  the  body  can  be 
realised  by  noticing  the  improvement  which  takes  place  when,  by 
any  methods  of  management,  free  growth  is  allowed  and  encouraged, 
while  the  causes  of  distortion  are  rendered  inoperative.  J  udicious 
manipulation  and  passive  movement,  douching,  and,  of  course,  a 
carefully  regulated  diet,  will  be  sufficient  to  produce  such  a  rapid 
return  to  the  normal  shape  and  in  the  limbs,  by  reason  of  their 
natural  tendency  to  shapeliness  being  not  hampered  but  encouraged. 
Then,  again,  the  muscles  do  no  doubt  exercise  a  powerful  moulding 
action  upon  the  whole  length  of  the  bones.  Cases,  especially  the 
early  ones,  will  often  get  well  by  themselves,  without  surgical 
advice  or  any  precautions,  save  those  of  the  ordinary  domestic 
nursery.  But  in  a  large  number  of  cases,  probably  in  the  majority, 
which  apply  for  treatment,  and  in  which  the  deformity  is  marked 
and  increasing,  the  commencement  of  straightening  will  be  earlier, 
and  the  process  quicker,  if  some  simple  form  of  splinting  the  limbs 
be  adopted  ;  and  for  this  purpose  I  know  of  no  better  pattern  than 
the  plain  well  padded  wooden  ones  of  common  use.  It  is  probable 
that  these  act  more  as  passive  preventives  of  the  deformity  which 
the  body  weight  and  other  mechanical  causes  are  able  in  these 
cases,  if  unchecked,  to  effect  than  as  active  agents  for  rectification. 
The  active  factors  of  the  recovery  of  shapeliness  are  the  processes 
of  growth  and  the  moulding  by  the  muscles.  These  would  be 
hampered  by  any  mechanical  coercion  which  was  powerful  enough 
to  be  effective  when  applied  by  means  of  the  attachment  of  an 
external  rigid  bar.  If  this  point  is  admitted,  it  follows  that  splints 
should  not  be  applied  more  firmly  than  is  necessary  to  retain  them 
in  place,  and  that  they  should  be  frequently  removed  for  passive 
and  active  motions.  (Mr.  Bye’s  Lectures  at  the  Royal  College  of 
Surgeons,  Lancet,  Aug.  30,  p.  432.) 

[See  also  articles  on  Rachitic  Deformities  and  Treatment  by 
Mr.  Bye,  at  pages  257  and  261  of  this  volume  of  the  Retrospect .] 

SURGERY  OF  THE  LATERAL  VENTRICLES  OF  THE  BRAIN. 

Brofessor  W.  W.  Keen,  of  Bhiladelphia,  read  an  important  paper 
on  this  subject  before  the  Tenth  International  Medical  Congress 
(Berlin,  1890).  After  consideration  of  the  entire  subject  the  follow¬ 
ing  conclusions  were  reached : — 1.  Injuries  involving  the 
ventricles,  the  result  of  compouud  fracture  or  of  trephining,  and 
involving  great  disturbance  of  the  cerebral  substance,  are  not 
necessarily  fatal,  for  ten  of  the  twenty-six  cases  here  reported  have 
recovered.  In  these  few  cases  compound  fractures  and  extensive 
injuries,  unless  primarily  fatal,  seem  to  be  less  dangerous  than 
rupture  of  the  ventricles  from  simple  fracture.  They  should  be  treated 
antiseptically  in  precisely  the  same  manner  as  wounds  in  other 


84  SYNOPSIS — General  Surgery ,  Bones ,  Joints ,  etc. 

parts  of  tlie  body,  by  the  establishment  of  asepsis,  drainage,  and 
the  usual  later  treatment  of  similar  wounds  in  ot  her  regions.  If  pus 
follows,  or  the  cerebro-spinal  fluid  becomes  dammed  up,  causing 
symptoms  of  pressure,  incision  and  free  drainage  should  be  resorted 
to.  2.  In  cases  of  simple  fracture  involving  the  ventricles,  ex¬ 
perience  would  seem  to  indicate  that  it  would  be  wise  not  to  attempt 
any  operative  procedure  unless  threatening  symptoms  supervene.  If 
necessary  to  interfere,  it  is  recommended  that  the  cvst  containing 
cerebro-spinal  fluid  be  continuously  and  slowly  drained  by  a  small 
bundle  of  horsehairs,  rather  than  by  freer  evacuation.  But  it  is 
believed  that,  in  the  majority  of  cases,  constant  pressure  and  but 
little  active  treatment  would  meet  such  symptoms  as  might  arise. 
Possibly  slight  pressure  would  be  all  the  treatment  that  would  be 
necessary.  8.  Abscess  of  the  brain  bursting  into  the  lateral  ven¬ 
tricle  has  been  thus  far  uniformly  fatal,  and  demands  the 
promptest  treatment  possible.  The  suggestion  made  for  instant 
bilateral  trephining  and  irrigation  of  the  ventricles  can  at  least  do 
harm,  although  the  possibility  of  its  doing  any  good  is  but  slight  in 
so  fatal  a  condition.  4.  Hydrocephalus,  whether  acute  or  chronic, 
is  usually  a  fatal  disease.  5.  Surgical  procedures  for  tapping  the 
ventricles  for  its  relief  are  easy,  and  certainly  do  not  per  se  involve 
great  danger.  6.  Whether  they  will  cure  the  disease  is  as  yet  not 
determined.  In  acute  effusions,  tapping,  with  or  without  drainage, 
as  may  be  thought  best,  will  certainly  save  some  lives  otherwise 
doomed  to  be  lost,  and  in  the  chronic  form  long-continued  slow 
drainage  at  an  early  period  is  at  least  worthy  of  trial,  with  a 
reasonable  hope  of  success  in  a  few  cases.  7.  The  methods  above 
described  for  performing  the  operation,  especially  by  the  lateral 
route,  might  be  resorted  to,  with  a  view  of  determining  the  value 
of  such  surgical  procedure.  8.  After  trephining  and  tapping  of  the 
ventricles  irrigation  of  the  ventricular  cavities  from  side  to  side  is 
not  only  possible,  but  does  no  harm.  In  abscess  involving  the  ven¬ 
tricle,  and  possibly  in  other  conditions,  it  may  possibly  do  good. 
The  fluid  used  for  such  irrigation  should  not  contain  anything 
which  if  retained  and  absorbed  might  do  harm.  An  artificial 
cerebro-spinal  fluid  or  a  simple  boric  acid  solution  would  seem 
to  be  the  best  for  such  use.  9.  Convulsions,  due  to  too  rapid  with¬ 
drawal  of  the  cerebro-spinal  fluid,  may  be  checked  b}r  re-injec¬ 
tion  of  an  artificial  cerebro-spinal  fluid  or  such  other  innocuous 
fluid  as  the  circumstances  may  make  available.  10.  In  either 
irrigation  or  injection  of  the  ventricles  it  is  probably  desirable  that 
the  air  should  notenter,  but  such  entrance  of  air  does  not  seem  to 
productive  of  mischief.  11.  In  hemorrhage  into  the  lateral  ven¬ 
tricles,  at  least  of  a  traumatic  origin,  instant  trephining  and  evacua¬ 
tion  of  the  clots  should  be  done,  and  in  a  few  cases  will  probably 
be  followed  by  a  cure,  unless  the  injury  of  the  cerebral  tissue  is 
such  as  to  be  incompatible  with  life.  (Lancet,  Sep.  13,  p.  555.)  ■ 
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TUBERCULOSIS  OF  JOINTS  (ACUTE). 

Miliary  tubercle  of  the  synovial  membrane  of  joints  is  of  fairly 
common  occurrence,  but  as  a  solitary  affection  is  very  rare.  In  the 
Centralblatt  fur  Chirurgie,  No.  22  (abstract),  Chamarro  describes 
this  condition  under  the  term  “  acute  tubercular  hydrarthrosis.” 
He  defines  it  as  an  eruption  of  miliary  tubercles,  accompanied  by  a 
copious  serous  effusion,  in  the  synovial  membrane  of  a  joint  hither¬ 
to  healthy,  but  in  a  tubercular  subject.  This  complaint  was  first 
described  by  Lavoran  in  1876,  but  has  not  been  generally  recognised. 
Konig,  however,  and  some  other  writers,  have  described  a  similar 
affection  in  the  course  of  acute  pulmonary  or  general  tuberculosis, 
in  which  the  synovial  membrane  of  one  or  more  joints  is  attacked, 
causing  considerable  serous  effusion,  and  in  which  after  death  well- 
marked  miliary  tubercles  are  found  in  the  membrane,  but  inflam¬ 
matory  tissue  changes  are  absent  or  only  very  slight.  Chamarro  has 
collected  nine  cases  of  the  complaint  he  describes,  and  forms  his 
conclusions  upon  them.  The  symptoms  and  course  are  generally 
as  follows :  The  patient  is  always  the  subject  of  tuberculosis, 
although  this  may  be  obscure,  being  occasionally  situated  in  the 
urinary  tract,  as  in  a  case  described  by  Mr.  H.  Alexis  Thomson  in 
the  laboratory  reports  issued  by  the  Royal  College  of  Physicians 
of  Edinburgh.  A  joint,  generally  the  knee  (very  rarely  more  than 
one  joint),  which  has  hitherto  been  healthy  becomes  swollen  with¬ 
out  any  apparent  cause.  The  swelling  appears  very  quickly, 
rising  within  a  few  hours,  very  often  in  the  course  of  a  night. 
There  is  generally  a  considerable  amount  of  pain,  especially  if  the 
effusion  be  considerable.  The  signs  of  fluid  are  well  marked,  and 
there  is  often  an  cedematous  condition  of  the  cutaneous  coverings. 
Pressure  on  the  capsule  of  the  joint  causes  great  pain,  but  none  is 
produced  by  pressing  the  articular  surfaces  together,  thus  distin¬ 
guishing  it  from  a  tubercular  affection  of  the  bones.  Absorption 
of  the  fluid  occurs  in  from  ten  to  thirty  days,  and  a  complete  cure 
may  follow ;  usually,  however,  a  permanent  thickening  remains, 
not  to  be  distinguished  from  “white  swelling,”  or  “  gelatinous  ”  or 
“  pulpy  degeneration.”  In  the  cases  described  by  Chamarro,  two 
recovered  and  two  lapsed  into  a  chronic  state ;  the  life  of  one  of 
these  patients  was  saved  by  am  "natation  through  the  thigh,  the  other 
eventually  died.  The  remaining  five  patients  died,  shortly  after 
the  acute  joint  affection  set  in,  of  tuberculosis  of  the  lungs  or 
meningitis.  In  all  these  five  cases  at  the  necropsies  there  was  pro¬ 
nounced  miliary  tuberculosis  of  the  synovial  membrane  of  the 
joint  affected ;  but  there  were  no,  or  very  slight,  inflammatory 
changes  in  the  subsynovial  tissues,  and  the  cartilages  and  bones 
were  entirely  unaffected.  Giant  cells  were  never  found.  The 
recognition  of  this  condition  Chamarro  rightly  thinks  is  of  great 
importance,  for  such  swelling  may  be  diagnosed  as  gonorrhoeal  or 
due  to  acute  rheumatism  ;  the  discovery  of  a  tubercular  affection  in 
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the  lungs  or  elsewhere  would  correct  this  error.  The  thickening  of 
the  capsule  occurs  early,  and  must  he  carefully  watched  for.  The 
pain  is  not  usually  so  great  as  in  other  joint  affections.  As  regards 
the  treatment,  Chamarro  recommends  rest,  leeches  to  the  affected 
joint,  and  painting  with  iodine,  and  blisters.  He  suggests  that  the 
capsule  might  be  punctured  and  the  joint  washed  out  with  anti¬ 
septic  fluids.  (Lancet,  July  19,  p.  136.) 

TUBERCULOSIS  OF  SKIN,  BONES,  JOINTS.-Balsam  of  Peru. 

At  the  first  congress  of  Polish  surgeons  at  Cracow,  Dr.  Jassinski,  of 
Warsaw,  read  a  paper  on  the  treatment  of  tuberculosis  of  the 
skin,  bones,  and  joints  with  balsam  of  Peru.  He  has  employed  it 
most  frequently  after  arthrectomy  of  the  elbow  joint.  Pie  used  the 
pure  balsam,  which  he  obtained  directly  from  the  Republic  of  San 
Salvador,  and  on  which  he  could  not  succeed  in  cultivating  micro¬ 
organisms.  He  agreed  with  Binz  in  ascribing  the  effect  of  the 
balsam  to  the  cinnamon  which  it  contained.  He  had  employed  it 
in  11  in-patients  and  16  out-patients.  Tuberculosis  of  the  elbow 
joint  he  could  cure  in  from  three  to  four  weeks.  No  other  method 
gave  such  satisfactory  results.  No  unfavourable  after-effects  were 
observed,  and  a  cure  was  obtained  in  all  the  cases.  He  had  used 
the  balsam  in  tuberculous  spondilitis.  In  these  cases  he  diluted  it 
with  alcohol  and  injected  it  after  three  or  four  days.  (British 
Medical  Journal,  April  12,  p.  863.) 

TUBERCULOUS  JOINT  DISEASE.— -Expectant  Treatment 

versus  Operative  Interference. 

At  the  Harveian  Society,  on  October  16,  1890,  Mr.  Watson 
Cheyne  read  a  paper  on  Expectant  Treatment  versus  Operative 
Interference  in  Cases  of  Tubercular  Joint  Disease.  He  began 
by  showing  various  specimens  by  means  of  the  lantern  to 
illustrate  the  pathology  and  distribution  of  this  disease.  He  then 
discussed  the  curability  of  tubercular  disease  and  the  risk  of  auto¬ 
infection  and  the  bearing  on  the  treatment  of  the  age  of  the  patient, 
his  general  condition,  the  presence  of  phthisis,  the  local  condition  of 
the  joint,  &c.  Pie  summed  up  his  remarks  by  saying  that  operative 
treatment  was  desirable  where  chronic  suppuration  had  occurred; 
where  the  disease  is  still  localised  to  one  part  of  the  synovial  mem¬ 
brane  or  bone;  in  many  cases  where  there  is  a  deposit  in  the  bone 
along  with  general  synovial  thickening;  in  cases  of  diffuse  synovial 
disease  where  expectant  treatment  has  failed;  in  cases  where  a 
better  functional  result  can  be  obtained  by  operation;  in  cases  in 
adults  where  deformities  are  present  which  can  only  be  remedied  by 
operation  ;  in  many  cases  where  there  are  septic  sinuses;  in  certain 
cases  where  phthisis  is  present,  or  the  general  condition  is  such  as  to 
require  removal  of  the  disease;  in  adults  more  frequently  than  iD 
children,  in  the  poor  more  frequently  than  in  the  rich.  Expectant 
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treatment  should  he  employed  in  the  first  instance  in  cases  of  diffuse 
synovial  disease  without  suppuration  provided  that  there  are 
no  other  reasons  requiring  operative  interference,  and  it  should  be 
persevered  in  so  long  as  improvement  follows ;  also  at  first  in  cases 
of  children  where  osseous  deposits  are  present  in  parts  where  they 
cannot  he  reached  without  excision,  or  in  cases  where  the  presence 
of  osseous  deposits  in  the  bone  is  doubtful;  also  in  some  instances 
where  septic  sinuses  are  present.  In  any  case  it  should  be  persevered 
with  longer  in  children  than  in  adults.  (Medical  Press  and 
-Circular,  Oct.  22,  p.  414.) 

AFFECTIONS  OF  THE  SKIN,  ETC. 

ANAL  FISSURES. -An  Ointment  for. 

The  following  salve,  given  in  the  Revue  gen.  de  Clin,  et  de  Therap.,  is 
designed  to  augment  the  healing  in  conjunction  with  the  use  of  other 
curative  methods.  The  fissures  should  be  thoroughly  stimulated  with 
nitrate  of  silver  and  the  salve  applied  several  times  daily.  Its  antiseptic 
and  analgesic  properties  will  be  found  most  valuable.  R .  JBoracic 
acid  3  parts;  hydrochlorate  of  cocaine  1  part;  lanolin  30  parts.  M. 
(Medical  News,  Sept.  7,  p.  267.) 

CHILBLAINS.— Prescription  for. 

According  to  the  Monatshefte  f.  praktische  JDermatologie  of  March 
15,  1890,  Dr.  Haelz  uses  the  following  as  an  application  to  chilblains 
and  chapped  hands : —  R .  Liquor  potassa  \  part ;  glycerine,  alcohol,  of 
each  20  parts ;  water  60  parts.  M.  To  be  used  once  daily  after  washing 
the  hands  in  warm  water.  If  desired,  the  mixture  may  he  made  more 
agreeable  by  the  addition  of  a  perfume.  (Med.  News,  April  19,  p.  429.) 

ECZEMA.— Treatment  of. 

According  to  Professor  Pick,  in  a  recent  paper  before  the  German 
Dermatological  Society  {Med.  Chit'.  Rundschau ,  July,  1890),  the 
indications  in  the  treatment  of  eczema  are,  first,  protection  of  the 
skin  from  external  irritants,  and  secondly,  by  means  of  antiseptics, 
prevention  of  local  infection.  In  the  earlier  (dry)  stages  of  the 
disease  these  indications  are  fulfilled  by  the  use  of  sublimated 
gelatin  prepared  as  follows: — R.  Refined  gelatin,  drachms; 
distilled  water,  a  sufficient  quantity.  After  standing  for  some  hours 
this  is  heated  until  completely  liquified  and  then  is  evaporated  to 
2|  ounces.  Then  add  glycerin,  6^  drachms  ;  corrosive  sublimate, 
f-  grain.  Before  using,  the  gelatin  must  be  melted  by  gentle  heat 
in  a  water- bath,  and  it  should  be  applied  with  a  soft  brush. 

For  the  moist  and  vesicular  as  well  as  the  chronic  form  of  eczema, 
with  more  or  less  thickening  of  the  skin,  a  permanent  application 
of  salicylic  acid  and  soap  should  be  used.  The  following  is  the 
formula  used  by  Pick: — R.  Liquified  soap  plaster,  3|  ounces  ; 
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salicylic  acid,  75  grains.  M.  Spread  on  soft  cloths.  This  may¬ 
be  rendered  more  adhesive  by  the  addition  of  olive  oil,  thus  r. 
—  IjL  Liquified  soap  plaster,  2§  ounces;  olive  oil,  5  drachms; 
salicylic  acid,  37  grains.  The  plaster  should  be  cut  in  strips  so  that 
it  may  be  closely  applied  to  the  diseased  parts.  If  there  is  much 
secretion  the  plaster  should  be  removed  on  the  third  or  fourth  day, 
but  the  subsequent  dressings  may  remain  in  place  eight  days  or 
longer.  After  the  amount  of  secretion  has  been  reduced,  the  sub¬ 
limated  gelatin  may  be  used  as  in  the  dry  form  of  the  disease. 
(Medical  News,  July  26,  p.  86.) 

GLYCERINUM  SAPONATUM. 

An  addition  to  the  already  numerous  substances  which  have 
recently  been  proposed  as  excipients  for  drugs  employed  externally 
has  been  made  by  Hans  v.  Bebra,  and  is  one  which  promises  well. 
This  is  a  combination  of  glycerine  with  an  absolutely  neutral  cocoa- 
nut  oil  acid  soap,  but  any  acid  soap  made  from  tallow  is  equally 
good  (and  in  our  opinion  much  better).  There  are  two  varieties  of 
this  glycerinum  saponatum — an  80  per  cent.,  which  contains  80  per 
cent,  of  glycerine  and  20  per  cent,  of  soap  basis ;  and  a  92  per  cent, 
which  contains  that  amount  of  glycerine  and  8  per  cent,  of  soap. 
A  little  of  this  rubbed  well  into  the  skin  of  the  hands  makes  it 
smooth  and  soft,  and  causes  any  cracks  or  fissures  which  may  be 
present  to  heal.  This  glycerine  saponatum  can  be  employed  as  an 
excipient  for  many  substances,  as  in  the  following  combinations  : — ■ 

Salicylic  Glycerinum  Saponatum. — Thus  salicylic  acid  can  be 
combined  with  it,  as  IJ .  80  per  cent,  glycerinum  saponatum, 
950  ;  acidum  salicylicum,  5  0 ;  the  mixture  being  effected  by 
melting  in  a  water-bath  and  stirring  it  gently.  This  preparation 
is  useful  in  such  cases  as  those  of  horny  epidermic  growths  which  it 
is  desirable  to  cause  to  separate,  as  callosities  of  the  soles  or  palms. 

Resorcin  Salicylic  Glycerinum  Saponatum  : — Another  useful 
preparation  is  one  in  which  resorcin  is  added  to  the  salicylic  acid. 
IJ.  80  per  cent,  glycerinum  saponatum,  90  0;  acidum  salicylicum, 
5‘0 ;  resorcinum  allissimum,  5‘0.  In  making  this,  the  salicylic  acid 
is  first  added,  then  the  resorcin  at  as  low  a  temperature  as  possible. 
Hebra  recommends  this  especially  in  seborrhcea  capitis.  In  severe 
cases  the  head  is  first  washed  with  water  and  spirilin  saponatus 
kalinus  to  clean  it ;  afterwards  with  the  resorcin-salicylic  glyceri¬ 
num  saponatum,  followed  by  rubbing  in  some  of  the  latter,  after 
drying  the  head.  He  notes  also  much  success  in  sycosis.  In  addi¬ 
tion  to  daily  shaving  and  epilation,  the  inunction  of  this  preparation 
cured  some  long  standing  cases  in  a  couple  of  weeks. 

A  Creasote  Salicylic  Glycerinum  Saponatum,  which  contains  five 
parts  of  each  of  the  former  and  90  parts  of  the  80  per  cent,  strength 
of  the  latter,  has  proved  of  much  value  in  lupus,  sometimes  with, 
and  in  other  cases  without  the  employment  of  scraping  previously. 
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A  Zinc  Oxide  Glycerinum  Saponatum,  made  from  the  92  per 
cent,  strength,  and  in  the  proportion  of  95  parts  to  5  of  oxide  of 
zinc,  is  an  excellent  cosmetic.  It  is  hard  in  consistence,  hut  placed 
on  the  skin  it  immediately  becomes  soft,  and  can  be  rubbed  in  till 
quite  unobservable,  especially  if  the  finger  be  dipped  in  water. 
When  this  is  used  to  chapped  hands,  these,  even  after  one  applica¬ 
tion,  become  smooth,  soft,  and  white,  and  the  burning  feeling 
disappears.  Both  in  mild  cases  of  eczema  and  old  weeping  examples 
a  similar  preparation  with  the  addition  of  starch  does  much  good. 
5.  92  per  cent,  glycerinum  saponatum,  78’0;  zinc  oxidum,  200;. 
amylum,  2.0. 

A  Chrysarobin  Glycerinum  /Saponatum  act3  much  more  ener¬ 
getically  in  psoriasis  than  other  preparations  of  chrysarobin. 
It  consists  of  92  per  cent,  glycerinum  saponatum  900  ;  chry¬ 
sarobin,  100. 

Various  other  useful  combinations  are  mentioned,  for  which  w© 
must  direct  attention  to  the  paper  itself. — “Die  moderne  Behand- 
lung  der  Haut  Krankheiten,”  Klinische  Zeit  und  Streitfrayen . 
(Edinburgh  Medical  Journal,  Sept.,  p.  284.) 

HEMORRHOIDS.— Unna’s  Treatment  of. 

Some  time  since  Unna  strongly  recommended  the  use  of  chrysaro¬ 
bin  in  hemorrhoids.  A  report  of  twenty-two  cases  treated  with, 
this  remedy  now  comes  from  a  Russian  physician,  Dr.  Kossobudski 
True,  he  did  not  use  the  drug  in  such  strong  solutions  as  recom¬ 
mended  by  Unna  (five  to  ten  per  cent.),  yet  the  result  of  the 
treatment  was  most  gratifying.  After  washing  the  parts  with  a  2' 
per  cent,  carbolic  acid,  or  a  1  per  cent,  creolin  solution,  and  drying 
them  with  absorbent  cotton,  he  applied,  three  or  four  times  daily,  a 
salve  of  the  following  formula: — -R.  Chrysarobin,  grs.  xij ;  iodo¬ 
form,  grs.  v  ;  extract  of  belladonna,  grs.  jx  ;  vaseline,  5  jv.  M.  In 
cases  of  internal  hemorrhoids  he  prescribed  suppositories  as  follows : 
—  R  .  Chrysarobin,  grs.  ;  iodoform,  gr.  | ;  extract  of  belladonna, 
g r.  ^ ;  cacao  butter,  grs.  xxx  ;  glycerine  q.  s.  for  suppository.  If 
bleeding  was  severe,  tannin  was  added  to  the  above.  With  such 
therapeusis  the  pain  and  bleeding  disappeared  in  all  cases  within 
three  or  four  days,  and  the  hemorrhoids  had  completely  shrunk 
away  in  three  or  four  months.  (Med.  News,  Sep.  27,  p.  266.) 

INGROWING  TOE  NAIL.— Treatment, 

The  following  method  is  recommended  by  Dr.  II.  Piirckhauer  of 
Bamberg  (Munch,  med.  Wochschr.  24),  as  perfectly  painless,  blood¬ 
less,  and  efficient,  without  causing  any  interruption  of  work : — A  40' 
per  cent,  solution  of  caustic  potash,  slightly  warmed,  is  dabbed 
on  the  nail  for  a  few  seconds  until  the  surface  becomes  soft,  where¬ 
upon  this  is  carefully  scraped  off  with  a  piece  of  sharp  cut  glass,, 
which  is  vastly  superior  to  a  knife  for  the  purpose,  the  outermost 
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layer  being  thus  removed,  a  fresh  application  of  the  caustic  is  made, 
and  the  same  process  repeated  a  number  of  times,  until  the  portion 
of  nail  to  be  removed  is  as  thin  as  paper.  The  portion  thus  treated 
is  then  lifted  up  with  forceps,  and  as  much  of  it  as  is  necessary  is 
cut  off  with  a  pair  of  scissors.  If  pain  is  experienced  on  regrowth 
of  the  nail  it  will  be  found  sufficient  to  thin  the  nail  again  by 
the  aid  of  caustic  potash  and  glass,  without,  however,  cutting  off  a 
portion.  A  dozen  ca^es  so  treated  by  the  author  gave  very  satis¬ 
factory  results.  (British  Journal  of  Dermatology,  Sept.,  p.  287.) 

LUPUS.— Common  Lupus  of  the  Prepuce. 

It  is  generally  acknowledged  that  common  lupus  but  rarely  affects 
the  genitals  in  either  sex.  It  is,  indeed,  a  disease  which  is  chiefly 
seen  on  parts  exposed  to  the  influence  of  changes  in  temperature,  and 
is  rarely  seen  on  parts  which  are  constantly  kept  warm  by  the 
clothes.  It  might  almost  be  said  never  to  begin  in  the  latter  parts. 
I  have  recently  performed  circumcision  in  order  to  rid  the  patient 
of  a  prepuce  which  was  affected  by  lupus,  but  it  is  almost  the 
only  case  in  which  I  ever  remember  to  have  witnessed  such  a  con¬ 
dition.  The  case  was  a  very  remarkable  one,  and  has  already  been 
in  part  recorded  in  my  lectures  on  lupus.  The  patient  was  a  young 
boy  in  whom  lupus  developed  itself  as  an  acute  inflammatory 
eruption  in  large  patches  over  various  parts  of  the  face,  limbs,  and 
body.  In  the  end  the  patches  assumed  unmistakable  conditions  of 
the  form  of  lupus  known  as  non-ulcerating,  and  as  such  the  disease, 
at  the  end  now  of  four  years,  still  persists.  Amongst  the  parts 
attacked  were  the  lobule  of  the  right  ear  and  the  prepuce.  The 
latter  was  long  become  much  enlarged  by  the  lupus  growth.  I  was 
able  to  remove  the  whole  of  the  latter  by  an  ordinary  circumcision, 
and  the  parts  healed  well  and  have  remained  sound.  The  ex¬ 
planation  of  the  affection  of  the  genitals  in  this  case  is  no  doubt  to 
be  found  in  the  extraordinary  vigour  of  infective  activity  which 
the  disease  showed  in  the  first  stage,  aided  probably  by  the  youth 
of  the  patient.  (Mr.  Hutchinson’s  Archives  of  Surgery,  July,  p.  17.) 

LUPUS  ERYTHEMATOSUS  .-Treatment. 

Where  the  disease  is  active  and  spreading,  and  the  skin  sensitive  and 
hot,  local  treatment  is  generally  attended  with  difficulties,  for  the 
reason  that  applications  of  any  kind  or  strength  are  apt  to  disagree 
with  the  skin.  Remedies  that  are  useful  in  the  subacute  or  chronic 
stage  are  here  not  tolerated,  and  the  list  of  available  applications 
is  small.  It  must  be  kept  in  mind  that,  in  the  acute  stage,  tb 
disease  is  readily  aggravated  by  injudicious  treatment.  We  must  first 
endeavour  to  control  and  reduce  the  active  hyperaemia,  and  a  valuable 
remedy  for  this  purpose  is  composed  as  follows :  R .  Potassium 
sulphide,  o  to  20  grains ;  zinc  sulphate,  5  to  20  grains ;  water,  4 
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ounces  ;  alcohol,  \  ounce.  M.  Apply  as  a  wash,  and  shake  before 
using.  The  strength  may  be  augmented  or  reduced  to  suit  the 
skin.  It  should  be  dabbed  on  lightly  for  fifteen  or  twenty  minutes 
two  or  three  times  a  day,  the  sediment  being  allowed  to  remain. 
In  the  course  of  a  few  weeks  this  will  probably  prepare  the  skin 
for  more  energetic  remedies,  such  as  sulphur  ointment  or  a  tarry 
tincture.  (Dr.  Louis  A.  Duhring,  Philadelphia  Medical  News, 
August  30,  p.  201.) 

LUPUS  VULGARIS.— A  Preliminary  Treatment. 

Dr.  H.  G.  Brooke,  of  Manchester  {Brit.  Jour,  of  Dermatology ,  May, 
1890)  notes  that  there  are  two  circumstances  which  induce  patients 
suffering  from  lupus  vulgaris  to  permit  the  growth  to  progress  un¬ 
treated.  One  its  chronicity  and  painlessness,  which  tend  to  blind 
them  to  its  disastrous  consequences;  the  other  the  imperfect  results 
which  follow  scraping,  when  this  lias  been  followed  by  some 
indifferent  ointment,  under  cover  of  which  the  disease  has  partly 
reformed.  He  has  therefore  found  it  useful  to  institute  some  pre¬ 
liminary  treatment.  As  the  avoidance  of  irritation  is  of  the  greatest 
importance  in  a  prolonged  treatment,  some  formula  fulfilling  this 
end  must  be  employed.  The  one  he  finds  best  is  as  follows: — R. 
Hydrarg.  oleat.  (2|°/0 — 5 °/0),  §j  ;  acidi  salicylici,  gr.  10-15  ; 
chthyolis,  IRxv ;  ol.  lavandulse,  q.  suff.  The  keratolytic  action  of 
the  salicylic  acid  must  not  be  pushed.  The  ichthyol  was  added 
with  the  object  of  incorporating  a  mild  antiphlogistic,  and  also  as  a 
means  of  toning  down  any  excessive  activity  of  the  other  drugs. 
Dr.  Brooke  had  previously  noticed  this  mitigating  influence  when 
ichthyol  was  added  to  biting  or  irritating  substances.  In  using  this 
formula  it  is  better  to  begin  with  the  lower  doses  and  increase 
gradually.  One  important  point  which  must  be  impressed  on  the 
patient  is,  that  the  skin  must  not  he  broken  by  the  application. 
Should  it  become  sore  and  threaten  to  break,  the  ointment  must  be 
at  once  diluted  with  pure  lard.  Should  it  break,  the  sores  must  be 
healed  by  the  use  of  a  zinc  and  carbolic  ointment.  Inunction  is  the 
best  mode  of  using  the  ointment.  The  longer  the  rubbing  is  con¬ 
tinued  the  better,  as  twenty  minutes  in  the  morning  and  ten  in  the 
■evening  in  cases  where  the  face,  for  example,  is  extensively  affected. 
If  the  hands  are  the  parts  attacked,  gloves  should  be  worn ;  but  on 
other  parts  dressings  may  be  dispensed  with.  This  treatment  has 
been  most  successful  in  cases  which  have  never  been  operated  on, 
but  it  is  of  use  in  relapses  after  previous  scrapings.  It  has  the 
following  advantages  : — (1)  It  considerably  reduces  the  field  in 
which  operation  is  necessary ;  (2)  it  involves  no  pain;  (3)  it  requires, 
in  most  cases,  no  suspension  from  work  or  of  ordinary  habits.  When 
it  has  done  all  that  it  is  capable  of,  the  remaining  spots  may 
be  treated  by  the  cautery,  caustic  point,  plaster,  etc.  (Edinburgh 
Medical  Journal,  August,  p.  180.) 
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PITYRIASIS  RUBRA  PILARIS. 

At  the  Medico-Chirurgical  Society  of  Edinburgh,  on  April  2,  1890?. 
"Dr.  Jamieson  showed  a  patient  suffering  from  this  disorder,  in  whom 
great  benefit  had  followed  the  nightly  use  of  baths  of  potassa  sul¬ 
phurate  and  starch,  and  the  subsequent  application  of  a  paste  of 
equal  parts  of  sesame  oil,  lime  water,  prepared  chalk,  and  oxide  of 
zinc,  with  tw'o  per  cent,  of  salicylic  acid.  In  the  course  of  the 
narrative  of  the  case,  Dr.  Jamieson  said:  We  owe  our  acquaintance 
with  it  mainly  to  French  authors.  Originally  described  by  Devergie,,. 
it  is  to  Brocq,  to  Caesar  Boeck,  but  particularly  to  Ernest  Besnier, 
the  famed  professor  at  the  Saint  Louis  Hospital,  Paris,  who  last 
year  published  an  exhaustive  account  of  it  in  the  Annales  de 
Dermcitologie,  that  we  are  indebted  for  our  information  concerning 
it.  The  diagnostic  points  have  been  so  well  stated  by  M.  Besnier 
that  I  cannot  do  better  than  quote  his  words.  “  The  thick,  greasy, 
pityriasis-like  deposit  on  the  scalp,  the  scaly  redness  of  the  face^ 
with  tension  of  the  skin  and  a  slight  degree  of  ectropion,  or  its 
uniform  envelopment  by  a  dry,  plaster-like,  adherent  coating,  the 
minute  white,  gray,  or  red  scaly  xerodermic  prominences,  having  a 
hair  in  the  centre,  and  notable  on  the  dorsum  of  the  phalanges  as 
their  favourite  locality,  the  symmetrical  exfoliation  of  the  palmar 
and  plantar  surfaces,  the  alterations  of  the  lower  segment  of  the 
nails  and  of  their  bed  resembling  rush-pith,  the  branny  redness  of 
the  skin,  with  fine  exaggeration  of  the  cutaneous  folds,  the  subacute 
course,  gradual  or  chronic,  the  absence  of  severe  constitutional 
symptoms,  etc.,  etc.,  make  this  disease,  when  thus  pronounced,  one 
of  the  most  characteristic  and  easiest  of  recognition.”  The  disease 
is  certainly  rare,  and  has  probably  been  confounded  with  eczema, 
with  lichen  ruber  planus,  with  lichen  pilaris,  and  with  some  cases 
of  psoriasis.  (Edinburgh  Medical  Journal,  Sept.,p.  270.) 

RED  NOSE.— Treatment. 

According  to  Unna  ( Lyon  Medical ,  June  1,  1890),  redness  of  the 
nose  is  ordinarily  due  to  acne  rosacea,  accompanied  by  dilatation  of 
the  blood-vessels,  and  is  frequently  caused  by  seborrhoea,  which 
must  be  combated  by  ordinary  means.  When  the  case  is  one  of 
simple  acne  rosacea,  Unna  recommends  the  internal  administration 
of  f  of  a  grain  of  ichthyol,  and  at  the  same  time  prescribes  lotions 
of  the  same  substance  dissolved  in  water.  At  night  he  recommends 
the  application  of  an  ointment  composed  of  zinc  ointment  20  parts,, 
rice  powder  5  parts,  sulphur  2  parts.  Where  vascular  dilatation  is 
a  prominent  element  of  the  affection,  Unna  advises  puncture  of  the 
dilated  venous  trunks  with  Hebra’s  instrument,  the  procedure  to  be 
repeated  two  or  three  times  a  week.  In  light  cases,  and  as  a 
supplementary  treatment  in  severe  cases,  he  advises  the  use  of 
ichthyol  soap,  while  warm  water  should  invariably  be  used  for 
washing.  (Therapeutic  Gazette,  July  15,  p.  499.) 
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RHINO  SCLEROMA, 

An  excellent  summary  of  this  rare  disease  is  given  by  Wolkowitsch 
in  the  Centralblatt  fur  Chirurgie, No. 26, which  will  well  repay  perusal. 
This  complaint  was  first  described  by  Hebra  in  1870.  It  is  charac¬ 
terised  by  a  hard  swelling  appearing  in  the  nose  and  its  neigh¬ 
bourhood,  by  a  very  chronic  course,  and  resistance  to  remedies. 
Cases  have  been  recorded  from  all  parts  of  Europe,  but  they  have 
chiefly  occurred  in  the  eastern  parts  of  Austria  and  the  south¬ 
western  provinces  of  Russia ;  a  few  cases  have  also  been  observed 
in  Central  America.  Wolkowitsch  has  collected  seventy-six  cases, 
in  addition  to  eleven  recorded  by  himself.  The  disease  commences 
very  insidiously.  The  most  common  site  of  origin  is  the  deeper 
parts  of  the  nose  and  occasionally  the  pharynx  and  larynx  ;  in  one 
case  it  started  from  the  hard  palate.  Wherever  it  may  have 
originated  the  middle  of  the  nose  very  seldom  escapes,  and  the 
disease  generally  spreads  to  the  following  parts  :  the  mucous  mem¬ 
brane  and  subjacent  tissues  of  the  nares,  the  upper  and  lower  lips, 
the  tissues  around  the  upper  jaw,  and  occasionally  even  to  the 
lacrymal  tract  and  Eustachian  tube.  The  progress  is  continuous 
and  symmetrical.  Of  85  cases  the  mucous  membrane  of  the  nares 
was  attacked  in  81,  the  cutaneous  coverings  of  the  nose  in  74,  the 
pharynx  in  57,  the  larynx  in  19,  the  trachea  in  5,  the  upper  lip  in 
46,  the  upper  jaw  in  16,  the  hard  palate  in  17,  the  tongue  in  4,  the 
under  lip  in  2,  and  the  lacrymal  tract  in  5  cases ;  the  ear  was 
affected  in  1  case  only.  The  local  changes  consisted  in  the  forma¬ 
tion  of  small  nodules,  or  sometimes  plates,  as  hard  as  cartilage, 
some  being  diffused  and  others  sharply  circumscribed.  These 
usually  had  their  origin  in  the  deeper  layers  of  the  skin  and  mucous 
membrane.  There  was  a  considerable  amount  of  brawny  swelling 
around  the  nodules.  A  retrograde  metamorphosis  occurred  in  some 
cases,  leaving  hard  and  contracted  fibrous  tissue,  so  producing 
more  or  less  distortion  of  the  features  and  constriction  of  the  upper 
respiratory  passages.  The  nodules  never  broke  down  unless  some 
complication  occurred,  or  as  the  result  of  irrational  antisyphilitic 
treatment.  The  subjective  symptoms  were  few.  At  the  first  there 
was  usually  an  ordinary  nasal  catarrh;  there  was  loss  of  smell,  but 
the  patient  suffered  very  little  pain  throughout.  Occasionally,  how¬ 
ever,  fissures  formed  in  the  lips,  producing  considerable  difficulty  in 
speaking  and  eating.  If  the  larynx  or  pharynx  were  much  affected 
dyspnoea  was  marked,  often  producing  very  serious  symptoms. 
The  disease  was  exceedingly  chronic,  lasting  fifteen  to  twenty,  or 
even  twenty-six  years.  The  diagnosis  from  syphilis  was  often 
difficult.  The  only  treatment  of  any  avail  was  excision.  A  micro¬ 
scopical  examination  of  the  tissues  was  made  in  ten  cases.  The 
most  marked  histological  features  were  a  round-celled  infiltration 
and  a  large  amount  of  fibrous  tissue,  together  with  numerous  larger 
cells,  and  the  formation  of  small  round  spaces  — “  vacuoles,” — due 
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to  hyaline  degeneration  of  the  large  cells.  The  hair-follicles  and 
sweat-glands  wrere  atrophied.  Micro-organisms  were  always  found. 
They  stained  by  Gram's  method,  and  morphologically  could  not  be 
distinguished  from  Friedlander’s  pneumococcus.  They  occurred  in 
large  numbers,  and  from  their  constant  occurrence  they  seemed  to 
bear  an  etiological  relation  to  the  disease,  although  inoculation 
experiments  were  unsuccessful.  (Lancet,  July  12,  p.  86.) 

SYCOSIS  VULGARIS.— Treatment. 

Dr.  O.  Rosenthal,  in  the  Fortschritte  der  Med.,  August  1,  claims 
that  the  etiology  of  sycosis  is  still  very  uncertain.  Efficient  thera- 
peusis  he  has  nevertheless  found.  He  substitutes  for  the  former 
painful  methods  of  treatment,  the  use  of  the  following  salve,  which, 
it  is  claimed,  acts  almost  like  a  specific :  If .  Tannic  acid,  3  jss ; 
lactate  of  sulphur,  3  El"  ?  white  oxide  of  zinc,  amyl,  aa  3jvssJ 
vaseline,  §jss.  M.  The  following  modification  will  be  found  equally 
valuable:  R.  Tannic  acid,  15  grains  ;  lactate  of  sulphur,  30  grains \ 
vaseline,  3  v.  M.  (Philadelphia  Medical  News,  Sept.  7,  p.  ‘267.) 

THE  STARCH  POULTICE, 

In  La  Medicine  Moderne,  M.  Brocq  remarks  that  the  starch  poultice 
is  almost  always  badly  made.  He  then  gives  the  following  direc¬ 
tions  for  making  it :  The  starch  should  be  blended  thoroughly  with 
precisely  the  right  quantity  of  tepid  water  to  form  a  paste.  Boiling 
water  is  poured  on  to  the  paste,  and  the  mixture  is  left  on  the  fire 
for  about  a  minute,  being  stirred  briskly  so  as  to  make  it  quite 
homogeneous.  It  is  then  spread  on  tarlatane  that  has  previously 
had  the  stiffening  soaked  out  of  it.  (New  York  Medical  Journal, 
Sept.  13,  p.  298.) 

THIOL  IN  SKIN  DISEASES. 

Thiol  has  been  recommended  bv  Professor  E.  Schwimmer  of  Buda- 
Pesth  (Wiener  Jdin.  Woclischrift )  as  useful  in  erythema,  dermatitis 
herpetiformis,  herpes  zoster,  acne  rosacea  and  acne  vulgaris  faciei, 
in  papular  and  w'eeping  eczema,  as  also  in  the  treatment  of  burns, 
etc.  It  is  generally  applied  in  the  strength  of  a  one-in-three 
aqueous  solution.  Professor  Schwimmer  was  especially  struck  by 
the  exceedingly  satisfactory  results  he  obtained  with  it  in  the  treat¬ 
ment  of  herpes  zoster  and  dermatitis  herpetiformis.  Of  the  latter 
disease  a  case  had  been  ineffectually  treated  for  three  months  with 
other  remedies,  but  healed  promptly  in  the  course  of  a  week  when 
thiol  was  applied.  The  patient  was  painted  regularly  twice  daily 
with  the  (10’0-30  0)  solution  fortwoor  three  days,  and  theskinthen 
carefully  washed  with  pure  water.  It  was  found  that  the  vesicles 
and  bullae  had  disappeared  even  in  this  short  space  of  time,  being 
replaced  by  scurfs  of  thiol,  and  the  skin  below  showed  nought  but 
a  moderate  pigmentation.  A  result  like  this  appears  really  marvel- 
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lous  in  such  a  refractory  disease  as  dermatitis  herpetiformis.  In 
erythema  exudativum  multiforme  also  good  results  were  obtained 
with  the  solution,  but  the  thiolum  siccum  pulveratum  seemed  pre¬ 
ferable,  the  eruption  becoming  much  paler  in  three  to  six  days,  and 
soon  healing  completely.  The  liquid  form,  again  proved  more 
adapted  to  papular  eczema,  being  especially  cleanly  in  application.. 
On  the  whole  thiol  does  not  soil  much,  though  the  ointment  form 
(thiol  liquid.  2'0  axung.  pore.  20  0)  is  not  quite  so  agreeable  as  the 
solution.  Its  great  advantage  over  ichthyol  is,  however,  the  absence 
of  all  unpleasant  odour.  (British  Journal  of  Dermatology, 
Sept.,  p.  289.) 

TINEA  TONSURANS.— Treatment. 

Unna  ( Monatschefte  fur  prakt.  Dermatologie,  Dec.  1889)  regards 
chrysarobin  as  the  most  effectual  remedy  we  possess  for  the 
mycoses  of  the  skin,  its  drawback  in  tinea  tonsuraus 
being  the  risk  of  its  causing  conjunctivitis.  To  obviate 
this  he  causes  the  hair  to  be  cut  very  short.  A  circle  of 
zinc  gelatine  or  zinc  glycerine  jelly  is  now  painted  round  the  fore¬ 
head,  sides,  and  back  of  the  head.  The  whole  area  of  the  scalp 
included  within  this  must  be  carefully  anointed  with  a  strong 
chrysarobin  pomade,  such  as — 1* .  Chrysarobini,  5-0;  acidi  salicylici, 
2'0  ;  ichthyoli,  5,0  ;  ung.  simpl.,  ad  100'0.  A  piece  of  guttapercha 
tissue  reaching  to  the  centre  of  the  circle  of  glycerine  jelly  is  now 
placed  on,  secured  by  painting  over  with  another  coating  of  jelly,  a 
strip  of  muslin  placed  over  the  jelly,  and  over  all  a  flannel  skull¬ 
cap,  fastened  by  strings.  I11  course  of  twenty-four  hours  the  cap  is 
removed,  the  impervious  covering  slit  across  at  one  side  and  thrown 
back,  the  head  wiped  dry,  and  then  fresh  pomade  applied,  the  gutta¬ 
percha  replaced,  and  the  opening  closed  with  a  fresh  piece  of  muslin 
plaster,  and  the  cap  replaced.  If  this  is  carefully  done,  at  the  end 
of  the  fourth  day,  when  the  first  course  of  chrysarobin  is  ended, 
only  the  upper  edge  of  the  glycerine  jelly  should  be  stained  with 
the  chrysarobin.  Should,  however,  the  stain  have  reached  the 
outer  margin  from  want  of  care,  all  that  is  needed  is  to  wipe  off  the 
stained  part  and  renew  the  glycerine  jelly.  On  the  fourth  day  the 
cap  is  removed,  the  chrysarobin  salve  wiped  off  completelv,  and 
replaced  by  an  ichthyol  salve  of  5  per  cent,  strength.  This  is 
intended  in  the  remaining  three  days  of  the  first  week  to  cause  the 
separation  of  the  horny  layer  impregnated  with  chrysarobin 
rapidly,  and  without  irritation,  and  to  restore  the  subjacent  skin  to 
its  normal  colour.  Now,  for  the  first  time,  at  the  end  of  the  first 
week,  one  can  without  any  risk  wash  off  the  coating  of  jellv  com¬ 
pletely /rom  before  backwards ,  and  cleanse  the  entire  head  with  oil 
and  soap.  The  diseased  parts  now  stand  out  sharply  as  white 
patches  against  the  neighbouring  sound  parts,  and  are  more 
numerous  than  were  anticipated.  The  second  cycle  now  commences. 
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and  is  to  be  carried  out  in  the  same  manner  as  the  first.  In  Unna’s 
experience  a  third  and  a  fourth  cycle  of  one  week  each  are  sufficient 
to  complete  the  cure,  but  more  may  be  needed  in  old  and  severe 
cases.  Before  the  treatment  and  at  the  end  of  each  week  some  20 
hairs  are  to  be  removed,  and  after  being  placed  in  tubes  of  agar 
gelatin,  are  subjected  to  cultivation.  In  this  way  the  progress  of 
the  cure  is  tested.  The  growth  of  the  fungus  becomes  steadily  less 
rapid  and  less  abundant,  till  the  results  are  sterile  at  the  fourth 
week.  A  full  account  of  the  method  of  cultivation  and  the  mode 
in  which  diminution  of  the  activity  of  the  parasite  is  tested  is  fur¬ 
nished  by  Dr.  von  Sehlen,  Unna’s  assistant.  (Edinburgh  Medical 
Journal,  March,  p.  881.) 

URTICARIA  IN  INFANCY  AND  CHILDHOOD. 

Dr.  T.  Colcott  Fox  in  an  interesting  article  on  urticaria  in  infancy 
and  childhood  {British  Journal  of  Dermatology ,  May  and  June, 
1890),  with  special  reference  to  the  “  lichen  urticatus  ”  of  Bateman, 
concludes  that  this  latter  affection  is  certainly  an  urticaria,  and  is 
the  urticaria  of  infancy  and  childhood.  It  is  characterised  by  the 
formation  of  an  inflammatory  lesion  in  the  centre  of  the  wheal, 
the  former  remaining  after  the  subsidence  of  the  latter ;  and  that 
the  inflammatory  lesion  is  usually  papular,  but  may  be  vesicular, 
pustular,  or  bullous,  and  that  these  several  phases  may  be  ob¬ 
served  in  the  course  of  a  limited  number  of  cases.  This  form  of 
urticaria  very  frequently  precedes  the  operation  of  vaccination, 
in  many  cases  follows  close  upon  it,  and  in  rare  instances  arises 
in  the  wake  of  varicella,  measles,  or  scarlatina,  but  it  bears  no 
direct  relation  to  these  diseases.  The  author  is  of  the  opinion  that 
Bateman’s  lichen  urticatus,  Hutchinson’s  varicella-prurigo,  the 
infantile  prurigo  of  other  English  writers,  and  many  of  the  papular, 
vesicular,  and  pustular  rashes  following  vaccination,  should  be 
included  as  phases  of  one  disorder,  namely,  the  urticaria  of  infancy. 
The  affection  has  a  very  similar  etiology  to  urticaria  in  the  adult, 
and  similar  principles  of  treatment  should  be  carried  out,  but  in  the 
infant  the  nervous  system  is  more  impressionable,  the  skin  more 
susceptible,  and  disorder  of  the  gastro-intestinal  tract  more  frequent. 
Any  influences  causing  irritation  to  the  skin,  such  as  insects  or 
coarse  clothing,  or  any  agencies  quickening  the  circulation  through 
the  skin,  may  be  factors  in  promoting  the  formation  of  wheals,  but 
such  causes  cannot  be  justly  ascribed  as  the  origin  of  urticaria. 
The  affection  in  all  its  phases  is  frequently  mistaken  for  scabies, 
and  some  vesicular  cases  may  be  confounded  with  varicella,  and  a 
few  particular  .cases  with  smallpox.  Dr.  Fox  thinks  that  further 
prolonged  observation  is  necessary  to  determine  whether  this  com¬ 
mon  urticaria  ever  terminates  in  fiebra’s  prurigo  (a  rare  disease  in 
England),  or  whether  the  two  are  wholly  distinct  diseases. 
(American  Journal,  Sept.,  p.  309.) 
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CHANCRES.— Treatment  by  Creolin. 

In  the  Bulletin  Generate  de  Therapeutique,  July  15,  1890,  Busque, 
of  Brazil,  writes  a  note  to  Dujardin-Beaumetz  detailing  his  experi¬ 
ences  in  the  treatment  of  chancres  by  this  means.  His  custom  is  to 
apply  to  the  sore  a  solution  of  the  strength  of  from  12  to  20  parts  to 
1,000,  and  he  believes  that  the  progress  of  the  malady  is  shortened 
and  relief  speedily  obtained.  Compared  to  iodoform  Busque  thinks 
these  solutions  of  creolin  equally  serviceable.  The  best  treatment, 
however,  is  to  combine  these  drugs,  using  the  creolin  solution  as  a 
wash  and  then  iodoform  as  a  dressing.  (Philadelphia  Medical  News, 
Aug.  23,  p.  193.) 

GLEET.— Treatment  of. 

Professor  Fessenden  W.  Otis  ( Physician  and  Surgeon,  March,  1890) 
writes  as  follows  upon  the  treatment  of  gleet.  As  large  a  sound  as 
can  be  used  without  undue  force  having  been  passed,  either  Ultz- 
mann’s  short  silver  catheter  with  slit  openings,  or  an  ordinary  silk 
catheter  coude  is  introduced  just  beyond  the  compressor  urethrae 
muscle  so  that  the  eye  lies  in  the  neck  of  the  bladder,  and  as  much 
fluid  as  can  be  comfortably  borne  bv  the  patient  (usually  from  eight 
to  ten  ounces)  is  injected  into  the  bladder  by  means  of  a  large  hand 
syringe.  The  patient  then  empties  the  bladder  in  the  natural  man¬ 
ner,  the  catheter  having  been  withdrawn,  thus  thoroughly  washing 
the  urethra  from  behind  forward.  That  the  catheter  is  in  the 
correct  position  is  known  by  the  fact  that,  when  the  injection  is 
made,  the  fluid  does  not  flow  outward  along  the  sides  of  the  catheter, 
as  it  would  were  it  not  prevented  by  the  action  of  the  compressor 
urethrae;  nor,  when  the  syringe  is  removed,  does  the  fluid  flow  out 
through  the  catheter  as  it  would  if  it  were  in  the  bladder — this 
being  prevented  by  the  sphincter  internus.  The  internal  sphincter 
is  so  weak,  however,  that  it  makes  but  little  resistance  to  the 
entrance  of  the  fluid  into  the  bladder.  The  first  injections  are 
extremely  weak,  increasing  in  strength  day  by  day  as  the  dilatation 
progresses.  On  the  first  day  after  the  passage  of  the  sound 
(lubricated  with  glycerine),  a  solution,  consisting  of  zinc  sulphate, 
carbolic  acid,  and  alum,  of  each  1  part,  water  2,000  parts,  is  injected. 
On  the  second  day,  the  strength  of  this  is  increased  by  reducing  the 
water  to  1,500  parts,  on  the  third  day  to  1,000  parts,  and,  on  the 
fourth  day,  to  500  parts.  On  the  fifth  day  a  change  is  made  to  a  solu¬ 
tion  of  the  permanganate  of  potassium,  1  to  2,000  of  water;  on  the 
sixth  day,  1  to  1,500;  on  the  seventh,  1  to  1,000,  when  the  solution 
is  changed  to  the  nitrate  of  silver,  1  to  1,000,  which  is  gradually 
increased  in  strength  to  1  to  100.  If  the  discharge  still  continues 
after  the  silver  solutions  have  been  used,  they  should  be  supple- 
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mented  every  three  or  four  days  by  the  injection  of  a  few  drops  of  a 
5  per  cent,  solution  of  silver  nitrate  into  the  deep  urethra  by  means 
of  the  drop-syringe.  After  a  time  it  will  be  found  that  the  large 
injections,  if  they  have  not  cured  the  discharge,  will  cease  to  act 
beneficially  and  become  irritating;  they  should  then  be  stopped  and 
the  applications  with  the  drop  catheter  alone  relied  upon,  the 
dilatation  being  continued.  (Medical  News,  April  19,  p.  430.) 


GONORRHCEA.— Abortive  Treatment  of. 

In  apaper  read  upon  this  subject  at  the  Society  of  Practical  Medicine, 
in  Paris,  on  the  13th  February,  1890  (Journal  of  Cutaneous  and  Genito¬ 
urinary  Diseases,  J une,  1890),  by  Dr.  Malecot,  the  treatment  by  injec¬ 
tions  of  nitrate  of  silver  was  discussed.  He  regards  the  prejudice 
against  the  employment  of  silver  as  unfounded,  if  it  is  properly  applied. 
Certainly  the  strong  solutions  are  dangerous,  especially  if  they  are 
used  several  days  in  succession.  'They  may  provoke  discharge  of 
blood,  and  their  too  energetic  action  may  compromise  the  sub¬ 
sequent  elasticity  of  the  canal.  Furthermore,  with  the  piston  syringe 
the  sphincter  may  be  forced  and  the  caustic  be  uselessly  injected 
into  the  bladder.  He  therefore  recommends  the  olive-bulb  instillator, 
which  is  introduced  as  far  as  the  muscular  sphincter.  The  sensation 
of  special  resistance  here  felt  serves  as  an  indication  that  the 
instrument  has  gone  far  enough.  The  patient  first  urinates,  then 
the  canal  is  to  be  washed  out  with  a  feeble  boric  acid  solution,  and 
then  the  instillation  made,  the  first  day  in  strength  of  1  to  50,  and 
the  following  days  1  to  100  or  1  to  150,  the  solution  being  retained 
in  the  urethra  for  two  or  three  minutes.  The  irritant  action  is  only 
of  short  duration,  and  affects  only  the  epithelial  layer  of  the  mucous 
membrane.  In  the  intervals  between  the  acts  of  urination  it  is 
recommended  to  wash  out  the  urethra  with  some  antiseptic  solution, 
— the  permanganate  of  potassium,  resorcin,  or  bichloride,  the  latter 
not  stronger  than  1  to  10,000  or  1  to  20,000.  Dr.  Malecot  has 
obtained  excellent  results  from  the  salicylate  of  mercury,  in  strength 
of  5  centigrammes  to  100  grammes  of  water,  at  a  temperature  of 
30°  to  40°  C.  It  is  a  strong  antiseptic  without  being  painful. 
Internal  treatment  is  not  wholly  neglected,  sandal  oil,  copaiba,  etc., 
being  given  in  the  belief  that  they  undergo  a  change  in  the  economy 
by  means  of  which  they  become  germicidal.  Oppenheimer  has  shown 
that,  mine  passed  after  the  administration  of  30  grains  of  copaiba 
sterilized  silk  threads  charged  with  microbes.  He  has  also  followed 
Dreyfaus  in  the  employment  of  salol,  in  daily  doses  of  6  grammes, 
with  the  same  object  in  view.  Following  out  this  plan,  an  abortion 
of  a  recent  gonorrhoea  often  takes  place,  and  without  danger.  Only 
violent  inflammation  of  the  urethra  should  cause  one  to  suspend  the 
treatment.  In  some  cases,  without  known  cause,  the  method  fails 
(Therapeutic  Gazette,  J  uly  15,  p.  484.) 
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GrONORRHCEA  (ACUTE).-Treatment. 

In  the  Archiv  far  Dermatologie  wad  Syphilis  appears  a  paper  by 
Dr.  Friedheim,  containing  an  elaborate  account  of  a  large  number  of 
experiments  made  in  the  clinic  of  Professor  Neisser,  of  Breslau, 
with  the  view  of  determining  the  best  method  of  treatment  in  acute 
gonorrhoea.  The  object  aimed  at  was  to  find  the  local  application 
which  possessed  in  the  highest  degree  the  power  (1)  of  killing  the 
gonococci,  (2)  of  influencing  the  inflammatory  phenomena,  (3)  of 
promoting  epithelial  desquamation,  and  thereby  securing  mechanical 
elimination  of  the  micro-organisms.  Among  the  numerous  drugs 
^experimented  with  were  various  preparations  of  mercury,  including 
perchloride  and  salicylate,  permanganate  of  potash,  iodoform,  boric 
acid,  pyrogallic  acid,  resorcin,  antipyrin,  thallin,  and  many  others. 
But  of  all  those  now  tried  the  best  results,  as  tested  by  the  micro¬ 
scope,  were  obtained  from  a  solution  of  nitrate  of  silver,  of  a  strength 
varying  from  l  in  4,000  to  1  in  2,000.  The  treatment  is  begun  by 
the  injection  of  this  solution  in  the  ordinary  way,  from  four  to  six 
times  a  day,  the  result  being  that  at  first  the  discharge  becomes 
more  abundant,  thicker  and  more  purulent ;  but  in  about  four  days 
the  secretion  diminishes,  becomes  thin,  and  contains  a  quantity  of 
epithelium.  The  gonococci  also  diminish  in  a  remarkable  manner, 
and  after  a  few  days  disappear  altogether.  When  this  has  taken 
place,  the  number  of  injections  of  nitrate  of  silver  is  reduced  to  two 
and  afterwards  to  one  daily ;  and  other  injections,  such  as  boric 
acid  or  some  preparation  of  zinc,  are  used  as  well.  But,  in  spite  of 
the  almost  total  disappearance  of  the  discharge,  the  one  daily  in¬ 
jection  of  the  nitrate  of  silver  is  to  be  kept  up  for  many  weeks.  In 
.eases  where  the  nitrate  of  silver  could  not  be  borne  even  in  weaker 
solutions  than  those  above  mentioned,  salicylate  of  mercury,  or 
thallin,  or  the  chloroborate  of  sodium  was  substituted  with  a  certain 
amount  of  success ;  and  in  the  very  rare  cases  in  which  no  anti¬ 
bacterial  injection  could  be  tolerated,  internal  remedies  were  resorted 
to.  Of  these,  cubebs,  turpentine,  oil  of  gaultheria,  oil  of  sandal¬ 
wood,  kava-kava,  ichthvol,  creolin,  and  copaiba  were  tried ;  but 
among  these  copaiba  alone,  and  that  onty  in  some  cases,  was  found 
to  have  any  decided  effect  on  the  gonococci.  As  regards  the  danger 
of  complications  from  the  use  of  the  nitrate  of  silver  injections,  it 
was  found  that  this  mode  of  treatment  was  really  the  best  pre¬ 
ventive.  Thus,  among  1,200  cases  of  gonorrhoea  treated  in  various 
ways,  there  were  164  of  epididymitis,  but  in  142  of  these  the 
epididymitis  was  present  when  the  patient  first  came  under  treat¬ 
ment  ;  while  of  the  remaining  22  cases,  only  one  was  being  treated 
with  nitrate  of  silver.  The  total  number  of  cases  given  in  the 
table  which  is  appended  to  Dr.  Friedbeim’s  paper  as  having  been 
treated  by  nitrate  of  silver  injections  is  318,  and  in  237  of  these  it 
is  stated  that  the  antibacterial  action  of  the  drug  was  proved,. 
(British  Medical  Journal,  May  24,  p.  1210.) 
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GONORRHOEA  (CHRONIC).— Treatment. 

Fleiner  ( Munchen  Med .  Wochenschrift ,  xxxvi,  1889)  recommends 
the  following  modifications  of  Unna’s  ointment  sounds :  The  salve 
composed  of  Ej*  Argenti  nitratis,  1. 0:5.0;  ceree  florae,  10.0;  ol.  theo- 
bromatis,  100.0,  is  melted  and  poured  into  small  moulds  made  of 
wax  paper  or  parchment.  The  steel  sound  is  then  heated  and 
passed  through  the  cooling  wax.  The  author  claims  that  this 
method  is  "both  cleanly  and  convenient.  This  treatment  is  only 
suitable  for  those  cases  with  little  secretion.  On  the  average  four 
to  six  soundings  are  sufficient,  though  in  some  cases  ten  or  more 
may  be  necessary.  At  least  five  days  should  elapse  between  each 
sounding,  as  the  treatment  causes  some  irritation.  Of  forty-one 
patients  treated  twenty-eight  recovered,  eleven  greatly  improved, 
and  two  gave  up  treatment.  In  connection  with  this  treatment  the 
author  used  disinfecting  astringent  and  caustic  lotions.  In  closing, 
he  says  that  while  this  combination  treatment  is  useful,  it  is  not 
all  powerful,  and  occasionally  cases  will  present  themselves  that 
resist  any  and  all  treatment.  (Journal  American  Medical 
Association,  June  28,  p.  932.) 

GONORRHCEAL  RHEUMATISM. -Treatment. 

Dr.  Rubenstein,  of  Berlin  ( T/ierap .  Monatshefte),  recommends 
iodide  of  potassium  as  a  certain  and  speedy  remedy  in  cases  of 
acute  and  chronic  gonorrhoeal  rheumatism.  He  gives  it  in  doses  of 
5  to  8  grains  four  to  seven  times  daily,  according  to  the  urgency  of 
the  case.  This  treatment  is  continued  for  two  or  three  days,  but 
often  in  a  few  hours  great  relief  is  experienced.  The  fever,  pain, 
and  swelling  all  diminish  rapidly.  In  addition,  rest  in  bed,  carbolic 
lotion  poultices,  and  in  chronic  cases  blue  ointment  locally,  are 
used.  After  the  acute  symptoms  have  subsided,  elastic  bandages,, 
massage,  and  spa  treatment  are  recommended.  Gonorrhoea,  if 
present,  is  to  be  treated  in  the  ordinary  way.  Rubenstein  supposes 
that  the  iodine  acts  as  an  internal  antiseptic.  A  number  of  cases  are 
given.  (Supplement  British  Medical  Journal,  Oct.  4,  p.  5.) 

SYPHILIS.— Intra-museular  Injections  of  Thymolo-Aeetie 
Mercury  in. 

Hydrargyrum  thymolo-aceticum  is  a  colourless,  odourless,  crystal¬ 
line  duplex  salt,  composed  of  thymol  quicksilver  and  acetic  oxide  of 
mercury.  Experiments  have  already  been  performed  with  it  by 
Judassobn  and  Zeising,  as  well  as  bv  Cetrak  and  Robert.  The 
favourable  results  obtained  induced  Lowentbal  (Deutsch.  Med.  W. 
25),  to  employ  the  drug  in  a  series  of  sixty  patients  (fifty  men  and 
ten  females)  in  the  policlinic  of  Professor  Senator.  Briefly  stated, 
the  results  were  as  follows :  Twelve  of  the  patients  are  still  under 
treatment,  the  others  appear  to  have  derived  unquestionable  benefit 
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-from  the  treatment;  injection  is  made  once  a  week  for  two  to 
three  months.  Improvement  in  the  symptoms  of  the  disease 
becomes  apparent  after  a  few  (1-3)  injections.  No  abscesses  were 
produced  in  the  course  of  293  injections.  Pain  was  sufficiently 
reduced  by  the  addition  of  cocaine,  the  formula  being-  :  1J . 
Hydrarg.  thymol,  acet.  (Merck),  TO;  glycerin,  pur.,  01;  cocain. 
muriat.,  01.  Pravaz  syringeful  to  be  injected.  The  antiseptic 
precaution  employed  consisted  in  cleaning  the  syringe  with  a  solu¬ 
tion  of  sublimate,  or  with  absolute  alcohol,  carefully  removing  all 
air  from  the  syringe,  then  removing  the  drops  of  mercury  exuding 
from  the  point  of  the  needle  with  a  little  salicylated  cotton-wool, 
dipping  it  in  carbolized  oil,  and  thrusting  it  through  the  disinfected 
skin  deep  into  the  muscles.  Salivation  was  observed  only  in  persons 
suffering  from  carious  teeth  or  with  similar  complications.  In  one 
patient  nausea  and  rigors  were  produced  by  the  injections. 
Lowenthal  thinks  the  method  will  be  certainly  found  worth  a 
place  among  other  means  of  treating  syphilis.  (British  Journal  of 
Dermatology,  Oct.,  p.  319.) 

SYPHILITIC  HYDROPS  OF  THE  KNEE-JOINT. 

Tnis  disease  has  received  but  little  attention  as  yet.  Schuller  spoke 
about  it  at  the  9th  Surgical  Congress  at  Berlin,  and  Monastyrsky 
has  also  written  on  the  subject.  N.  Trinkler  of  Charkow  ( Bert 
klin.  Wochschr.  26)  has  observed  the  following  two  cases : — 1. 
Eugenie  O.,  13  years  of  age,  attending  school,  has  suffered  for  the 
last  four  months  from  severe  pain  in  both  tibiae  and  in  the  left 
knee,  which  latter  was  also  swollen,  measuring  39  cm.  in  circum¬ 
ference,  against  34  of  the  healthy  right  side.  The  pain  is  only  felt 
at  night,  and  neither  active  nor  passive  movement  of  the  leg 
produces  any  additional  painf  ul  sensations.  The  patella  was  natant, 
and  at  the  inner  condyle  there  was  a  somewhat  elongated  tumour; 
as  a  continuation  of  the  swollen  knee-joint.  In  confirmation  of  the 
diagnosis,  Syphilis  hereditaria ,  Trinkler  further  notes  that  the  teeth 
showed  Hutchinson’s  indentations  ;  that  the  glands  in  several  parts 
were  swollen  ;  that  a  slight  strabismus  convergens  was  present  ; 
and  that  the  father  (deceased)  of  the  child  had  suffered  for  a  long 
time  from  various  ulcers.  Treatment  consisted  in  iodide  of 
potassium,  with  a  decoction  of  sarsaparilla,  besides  hot  baths  and 
immobilisation  of  the  joint  by  bandaging.  Complete  cure  ensued. 
The  second  case  was  a  day-labourer,  aet.  34  years.  He  had  acquired 
syphilis  two  years  previously,  and  had  suffered  from  rheumatic 
pains  in  the  left  leg  for  the  last  six  months;  on  walking  a  crunching 
aound  was  heard  emanating  from  the  knee.  The  joint  was  swollen, 
and  5  cm.  larger  in  circumference  than  the  corresponding  healthy 
one  on  examination,  and  the  crunching  sound  had  disappeared  with 
the  increase  in  size.  A  Synovitis  serosa  syphilitica,  with  deposits, 
was  diagnosed,  and  anti-syphilitic  treatment  was  eventually 
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followed  with  complete  success.  (British  Journal  of  Dermatology* . 
Sept.,  p.  298.) 

SYPHILITIC  LUPOID  AFFECTIONS  OF  GLANS  PENIS. 

There  is  an  exceedingly  troublesome  affection  of  the  glans  penis - 
which  occasionally  follows  some  years  after  syphilis,  and  which  is, 
I  think,  an  analogue  of  lupus.  It  consists  in  the  development  of 
yellowish-brown  spots,  which  coalesce  into  patches  and  spread  at 
their  edges.  Sometimes  they  ulcerate  and  form  crusts,  but  I  have 
never  had  any  trouble  with  cases  in  that  condition.  They  always 
heal  quickly  under  syphilitic  treatment  and  the  use  of  an  iodoform 
ointment.  When,  however,  the  patches  are  perfectly  quiet  and 
show  only  a  little  thickening  and  yellow-brown  discolouration, 
then  I  have  found  the  condition  very  difficult  to  influence  by  either 
local  or  internal  remedies.  In  this  it  much  resembles  the  more 
chronic  forms  of  psoriasis  palmaris  as  we  see  them  after  syphilis. 
(Professor  J.  Hutchinson,  Archives  of  Surgery,  July,  p.  15.) 

URETHRAL  CHANCRES. 

At  the  Harveian  Society,  on  April  17th,  1890,  Mr.  J.  Ernest  Lane 
read  a  paper  in  which  he  endeavoured  to  define  the  exact  locality 
in  the  urethra  where  the  syphilitic  chancre  might  be  met  with,  to 
draw  attention  to  certain  peculiarities  in  the  progress  of  such 
sores,  and  to  note  the  points  by  which  they  might  be  distinguished 
from  affections  resembling  them.  In  878  cases  where  the  position 
of  the  lesion  had  been  accurately  determined,  he  had  met  with  eight 
sores  confined  to  the  urethra,  and  ten  involving  the  meatus  and  the 
commencement  of  the  urethral  channel.'  All  the  sores  situated 
behind  the  meatus  were  in  the  fossa  navicularis,  and  it  was  con¬ 
tended  that  sores  were  never  met  with  beyond  the  anterior  part  of 
the  urethra.  The  diagnosis  of  these  cases  was  often  a  matter 
considerable  difficulty,  the  diseases  with  which  they  might  be  con¬ 
founded  being  chancroids  and  gonorrhoea.  Chancroids,  however,  were 
seldom  if  ever  confined  to  the  urethra,  and  the  diagnosis  might  be 
arrived  at  by  inoculations  conducted  upon  the  patient,  and  by  the 
fact  that  whilst  the  chancroid  was  essentially  a  destructive  process, 
chancre  was  a  small-celled  infiltration  which  in  this  situation  was 
seldom  attended  with  any  loss  of  tissue.  From  gonorrhoea  a  urethral 
chancre  might  be  distinguished  by  the  induration  of  the  inguinal 
glands  and  the  dorsal  lymphatic  of  the  penis,  by  the  nature  of  the 
urethral  discharge,  and  by  the  acute  andlocalised  pain  during  micturi¬ 
tion.  A  complication  occasionally  met  with  was  retention  of  urine 
caused  by  acute  congestion  of  the  urethra  and  predisposed  to  by 
narrowness  of  the  meatus,  while  at  a  later  date  a  stricture  might 
result  from  contraction  of  the  cicatrix.  Mr.  Lane  exhibited  a 
patient  with  a  urethral  chancre,  who  had  a  mucous  patch  on  the 
right  tonsil.  (British  Medical  Journal,  April  26,  p.  959.) 
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DISEASES  OF  THE  PALPEBRAL  CONJUNCTIVA.-Boraeie 
Acid  “Massage”  Treatment  of. 

The  treatment  of  diseases  of  the  cornea  and  of  the  palpebral  con¬ 
junctiva  by  means  of  crystals  of  boracic  acid  does  not  appear  to  b© 
i  very  generally  followed  by  English  surgeons.  The  method  was 
first  brought  to  my  notice  in  the  spring  of  last  year  by  Dr.  Landolt, 
of  Paris,  who  told  me  that  he  had  adopted  it  in  the  treatment  of 
cases  of  granular  and  follicular  ophthalmia,  &c.  Since  then  I  have 
given  it — so  far  as  concerns  the  palpebral  conjunctiva — a  fair  trial, 
and  have  been  well  satisfied  with  the  results.  Keratitis,  ulcers,  and 
other  diseases  of  the  cornea  I  have  not  treated  with  the  so-called 
“massage,”  and  of  them  I  do  not  speak.  First,  then,  as  to  the 
modus  operandi,  which  is  very  simple.  The  upper  lid  is  everted  in 
the  usual  way  and  powdered  boracic  acid,  ground  especially  fine,  is 
dusted  thickly  on  the  palpebral  conjunctiva,  either  by  flicking  it  on 
with  a  camel-hair  brush  or  by  blowing  it  on  by  means  of  a  puff-ball. 
The  powder  is  then  well  rubbed  into  the  conjunctiva  by  means  of 
the  pulp  of  the  forefinger  for  five  or  ten  seconds,  after  which  what 
remains  may  either  be  washed  away  by  a  brush  dipped  in  lead  lotion, 
or,  if  there  is  not  much  discomfort,  it  may  be  left  within  the  lid.  The 
lower  eyelid  is  then  treated  in  the  same  way.  Sometimes  the  first 
few  applications  cause  pain,  but  this  may  always  be  averted  by 
previously  instilling  cocaine,  and  after  one  or  two  applications  a 
tolerance  is  established,  which  renders  the  procedure  free 
from  anything  more  than  slight  discomfort.  It  may  be  repeated 
daily  or  on  alternate  days.  The  word  “  massage”  seems  rather  an 
unfortunate  one  to  apply  to  the  procedure,  if  by  that  word  is 
understood  a  method  of  manipulation  that  cqn  only  be  acquired 
by  technical  training  either  in  this  metropolis  of  massage  or  at 
some  special  institution ;  whereas  the  boracic  powder  is  merely 
rubbed  in  in  a  matter  of  fact  manner  with  the  pulp  of  the  finger,  all 
that  is  required  being  the  tactus  eruditus  that  every  surgeon  has  at 
his  finger-tips.  The  condition  of  the  conjunctiva  after  two  or  three 
applications  is  usually  one  of  healthy  reaction,  and  the  improvement 
so  marked  that  there  is  no  difficulty  in  getting  the  patient  to  attend 
regularly  for  the  treatment.  It  is  always  dangerous  to  compare 
different  methods  of  treatment — the  individualism  of  cases,  the 
varying  circumstances  of  the  patients,  the  predilections  of  the  sur¬ 
geon,  and  the  hydra-forms  of  disease  make  comparisons  difficult  and 
certainly  almost  impossible, — but  with  all  due  caution  I  cannot  help 
thinking  that  my  cases  of  trachoma  have  proved  less  intractable 
since  the  introduction  of  the  boracic  treatment  than  they  were  when 
I  relied  chiefly  on  nitrate  of  silver  or  bluestone.  There  is  less  dis¬ 
comfort  to  the  patient  than  there  is  from  the  application  of  the 
mitigated  lunar  caustic  or  of  bluestone,  and  there  is  no  argyriasis 
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left  to  remind  the  patient  of  his  treatment  for  the  rest  of  his  life. 
(Mr.  W.  M.  Beaumont,  Surgeon  to  the  Bath  Eye  Infirmary ; 
Lancet,  Oct.  18,  p.  814.) 

OPHTHALMIA  NEONATORUM.—  Prevention  of. 

At  the  North  of  England  Obstetrical  and  Gynaecological  Society,  on 
June  20,  1890,  Mr.  Snell,  of  Sheffield,  read  a  paper  on  ophthalmia 
neonatorum  and  its  prevention.  He  pointed  out  that  at  the  Blind 
School  no  fewer  than  39’6  per  cent,  of  the  cases  were  due  to  it.  He 
divided  the  subject  into  two  parts  :  (I)  prevention  of  the  disastrous 
results  of  the  disease,  and  (2)  prevention  of  the  disease.  Under  the 
second  head  he  referred  to  prevention  as  belonging  especially  to 
obstetrics,  and  alluded  to  the  very  general  absence  of  any  notice  of 
the  disease  and  its  prevention  in  midwifery  books  or  works  for  mid¬ 
wives  or  nurses.  He  strongly  urged  that  in  lectures  and  books  the 
subject  of  prevention  should  be  prominently  mentioned.  Crede’s 
and  other  observers’  results  showed  that  prevention  was  thoroughly 
practicable.  A  simple  but  very  efficient  plan  in  use  at  the  Sheffield 
Hospital  for  Women,  as  proved  by  statistics,  was  that  of  washing 
the  eyes  with  plain  water  immediately  the  head  was  born.  It  was 
better  to  use  some  antiseptic  with  the  water,  and  a  sublimate  solu¬ 
tion  was  generally  suggested  for  midwifery  use,  which  would  answer 
admirably.  (Lancet,  Aug.  2,  p.  235.) 

OCULAR  MUSCLES.— Paralysis  of  in  Congenital  Syphilis. 

Mr.  J.  B.  Lawford  reports  two  instances  of  oculomotor  paralysis  in 
the  subjects  of  inherited  syphilis  ( Ophthalmic  Review ,  April,  1890). 
Both  his  patients  were  young  adults,  and  in  neither  was  there  any 
other  evidence  of  acquired  syphilis,  whilst  the  signs  of  the  inherited 
affection  were  obvious.  In  the  first  patient  there  was  complete 
paralysis  of  one  third  nerve ;  in  the  second  patient  there  was  a 
considerable  degree  of  third  nerve  paralysis,  but  all  movements  of 
the  eye  were  impaired,  so  that  presumably  the  sixth  and  fourth 
nerves  were  also  at  fault.  Both  patients  were  treated  with  mer¬ 
cury.  The  first  completely  recovered ;  the  second  was  improving 
rapidly  when  lost  sight  of.  Mr.  Lawford  believes  that  the  lesion 
was  in  the  first  case  almost  certainly,  in  the  second  probably,  peri¬ 
pheral  neuritis.  He  has  only  been  able  to  find  three  other  instances 
on  record  of  oculo-motor  paralysis  in  congenital  syphilis.  (Prac¬ 
titioner,  July,  p.  45.) 

THE  MASTOID  PROCESS  AND  ITS  ARTIFICIAL  PERFORATION 
BY  CHISELLING. 

Dr.  A.  Ricord  having  investigated  the  description  of  the  mastoid 
and  its  cells,  as  well  as  the  details  of  the  operation  of  opening  this 
part  of  the  petrous  bone,  as  set  forth  by  classical  French  writers, 
corrects  the  errors  which  he  has  found  therein,  and  sets  forth  the 
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plans  he  considers  "best  for  artificially  opening  this  part  of  the  tem¬ 
poral  bone  ( Gaz .  des  Ropiiaux ,  Feb.  23,  1890  5  also  review  of  same 
in  Archie  fur  Ohrenheilkun.de ,  May,  1890).  He  concludes  that  the 
posterior  half  of  the  mastoid  is  the  dangerous  part,  because  of  its 
proximity  to  the  sinus,  while  the  anterior  portion  is  not  only  less 
dangerous,  but  is  also  the  only  part  which  usually  contains  the  cells 
which  communicate  with  the  drum  cavity.  He  maintains  that  the 
mastoid  cells,  or  the  petro-mastoid  cells  as  he  prefers  to  call  them, 
are  not  a  special  group  of  cells,  but  simply  an  appendix  or  a 
prolongation  of  the  cellular  structures  of  the  petrous  bone.  These 
are  always  present,  whereas  the  true  mastoid  cells  vary  greatly 
in  development,  not  only  in  different  individuals  but  in  the  two 
bones  in  the  same  person.  The  study  of  the  development  of  the 
air-containing  structures  of  the  ear  shows  that  in  the  newborn  child 
they  are  first  formed  about  the  drum-cavity  in  the  petrous  bone, 
and  later  in  the  mastoid  process.  This  is  demonstrated  by  twenty 
engravings.  The  artificial  opening  of  the  mastoid  is  then  considered. 
The  method  advocated  by  Poinsot  was  to  operate  at  a  point  1-1| 
cm.  behind  the  auricle  on  a  level  with  the  upper  wall  of  the 
auditory  canal,  while  Delaissement  advised  penetrating  the  process 
near  its  point.  Ricord,  however,  basing  his  action  on  his  anatomical 
investigations,  recommends  operating  on  the  anterior  part  of  the 
mastoid,  like  Politzer,  Duplay,  and  others.  He  makes  an  incision 
through  the  skin  on  or  near  the  line  of  attachment  of  the  auricle, 
and  throws  the  latter  forward  so  as  to  expose  the  anterior  surface 
of  the  mastoid.  If  the  auricular  artery  is  severed  in  this  act,  and 
cannot  be  ligated  alone,  the  entire  thickness  of  the  flap  may  be 
caught  by  forceps  and  left  thus  for  some  hours  (Tillaux).  He  rejects 
the  trepan,  but  adheres  to  the  hollow  chisel.  The  bone  should  not 
be  penetrated  further  than  12-15  mm.,  so  as  to  avoid  the  danger  of 
wounding  the  facial  nerve  or  the  inner  ear,  especially  the  semi¬ 
circular  canals.  (American  Journal,  Sept.,  p.  301.) 

WOUNDS  OF  THE  SCLEROTIC.-Treatment  of. 

At  the  Ophthalmological  Society,  on  J  uly  4,  1890,  Dr.  George  A. 
Berry,  of  Edinburgh,  communicated  a  paper  on  this  subject,  in  which 
he  drew  a  contrast  between  the  course  of  perforating  wounds  of 
the  sclera  as  compared  with  similar  injuries  to  the  cornea.  The 
more  unfavourable  termination  of  the  former  he  attributed  to 
greater  liability  to  infection,  owing  either  to  the  imperfect  apposi¬ 
tion  of  the  lips  of  the  wound,  or  to  the  absence  of  that  copious 
outpouring  of  lymph  or  gush  of  aqueous,  which  carried  away 
micro-organisms  when  the  cornea  was  wounded.  He  considered 
the  most  effectual  method  of  removing  and  excluding  micro-organ¬ 
isms  consisted  in  thoroughly  washing  with  corrosive  sublimate 
solution,  and  then  detaching  and  stretching  the  conjunctiva  across 
the  opening  in  the  sclerotic,  and  compared  this  method  to  the 
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converting  of  a  compound  into  a  simple  fracture.  He  was  averse 
to  direct  suturing  of  the  sclera  on  account  of  the  risks  and  com¬ 
plications  it  introduced,  and  considered  it  practically  impossible  to 
keep  a  wound  in  the  conjunctival  sac  aseptic  by  means  of  lotion  or 
dressing.  It  was  usual  for  him  to  remove  a  portion  of  conjunctiva 
on  one  side  of  the  wound,  so  that  the  suture  subsequently  intro¬ 
duced  might  not  lie  directly  over  it.  Any  portion  of  prolapsed 
vitreous  might  be  snipped  off  after  the  introduction  of  the  stitches 
and  before  they  were  drawn  together.  (British  Medical  Journal, 
July  12,  p.  86.) 


OBSTETRICS  AND  GYNAECOLOGY, 

ALBUMINURIA  IN  PREGNANCY  AND  LABOUR. 

Leopold  Meyer  ( Zeitsch .  f.  Geb.  u.  Gyndk.,  xvi,  2)  examined  the- 
urine  of  1,127  pregnant  women  in  the  pursuit  of  this  study,  and  of 
1,138  women  in  labour.  The  urine  examined  wa3  in  all  cases 
removed  by  the  catheter.  The  test  for  albumen  was  by  means 
of  boiling  and  the  addition  of  nitric  acid.  Quantitative  analysis 
was  not  made.  In  all  cases  where  even  a  trace  of  albumen  was 
obtained,  the  urine  was  placed  in  a  coneshaped  vessel  and  the 
sediment  examined  by  the  microscope. 

Albuminuria  in  Pregnancy . — Albumen  and  albuminuria  comprise 
many  things.  We  should  keep  in  view  serum  albuminuria,  globu- 
linuria,  peptonuria,  hemi-albuminuria,  etc.,  but  to  the  clinician  this 
differentiation  is  not  feasible.  The  latter  must  call  in  aid  the  mic¬ 
roscope,  and  the  greatest  weight  is  to  be  attached  to  the  presence  of 
urinary  casts.  Where  the  latter  exist,  the  strong  probability  is 
that  the  albuminuria  is  of  renal  origin,  which  is  to  be  separated 
from  the  other  form  of  albuminuria,  which,  in  a  large  number  of 
cases,  is  evidently  not  renal.  The  presence  of  the  so-called  renal 
epithelial  cells  is  of  great  moment.  Of  the  1,127  pregnant  women 
whose  urine  was  examined,  the  latter  was  found  free  from  albumen  in 
933  per  cent.;  it  contained  “  doubtful  ”  albumen  without  casts  in  1 
per  cent. ;  albumen  without  casts,  3’2  per  cent.  ;  albumen  with 
“  doubtful  ”  casts,  03  per  cent. ;  albumen  with  casts,  1‘9  per  cent.  ; 
together  with  two  cases,  subjects  of  gonorrhoea,  which  showed  albu¬ 
men  without  casts,  and  one  case  with  renal  fistula,  which  showed 
albumen  and  casts.  Deducting  the  last  three,  albumen  was  found 
beyond  doubt  in  sixty-one  cases,  or  54  per  cent.  These  figures  for 
themselves,  are  of  little  interest;  the  important  thing  is  to  investi¬ 
gate  the  conditions  which  dispose  to  albuminuria,  and  its 
significance  for  mother  and  foetus.  As  regards  the  former,  little  is 
to  be  learned  from  material  gathered  in  hospitals,  the  modes  of  life 
of  the  patients  and  their  surroundings  not  being  accessible  to  inter- 
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pretation.  As  regards  the  symptoms  during  pregnancy, 
albuminuria  without  casts  very  seldom  shows  any  symptoms. 
When  they  -exist,  they  generally  depend  upon  cystitis  or  pyelitis,. 
Albuminuria  with  casts  in  general  also  shows  no  symptoms. 

Albuminuria  during  Labour. — The  author  investigated  the  urine  of 
1,138  non-selected  cases,  and  found  urine  without  albumen  in  75 
per  cent.,  with  albumen  in  25  per  cent.  The  albuminuria  may 
increase  during  the  progress  of  labour,  or  may  be  absent  at  one 
time,  to  appear  later  on.  The  albuminuria  found  during  labour 
unquestionably  begins  during  the  parturient  act. 

Course,  of  Albuminuria  during  Pregnancy  and  Labour. — The 
rapid  disappearance  of  albuminuria — as  well  as  that  accompanied 
by  eclampsia — on  the  cessation  of  labour,  led  to  an  unusually 
favourable  prognosis  for  the  affection;  later  investigations 
indicated  a  certain  reservation,  as  it  was  found  that  the  trouble 
was  prone  to  become  chronic.  From  his  researches  the  author 
concludes  that  the  albuminuria  without  casts  appearing  during 
labour  rapidly  disappears  on  its  termination.  It  is  possible  that 
these  patients  have  an  exaggerated  disposition  to  catheter 
cystitis,  and  especially  those  in  whom  albuminuria  existed 
during  pregnancv  ;  in  these  also  the  affection  may  terminate  spon¬ 
taneously,  but  disappears  more  slowly  than  in  the  first-mentioned 
cases,  and  sometimes  persists  for  some  time.  The  more  consider¬ 
able  the  albuminuria  during  labour,  the  longer  time  was  required 
for  its  subsidence ;  but  the  period  of  recovery  is  not  dependent 
upon  the  quantity  of  the  casts.  As  regards  the  termination  of 
cases  of  albuminuria  with  casts  observed  during  pregnancy,  the 
percentage  of  uncured  was  a  large  one.  The  prognosis  in  this 
affection  must  be  regarded  as  very  doubtful  as  regards  recovery ; 
albuminuria  with  casts  appearing  during  labour,  in  most  cases 
terminates  after  birth,  generally  four  days  post-partum  ;  a  small 
proportion  remains  uncured. 

The  Relationship  between  Albuminuria  and  the  Vitality  of  the 
Foetus,  and  the  Alterations  in  the  Placenta. — In  women  with  albu¬ 
minuria  relatively  more  frequent  premature  labours  took  place, 
showing  especially  in  cases  in  which  the  quantity  of  the  albuminuria 
was  considerable ;  but  the  observations  of  the  author  show  no 
particular  cau-ative  effects  in  albuminuria  as  regards  the  death  of 
the  foetus.  The  alterations  in  the  placenta  in  general  comprise  a 
premature  separation  of  the  organ,  with  the  appearance  of  so-called 
white  infarcts,  which  have  been  associated  with  the  renal  affection 
in  the  mother.  Of  the  1,344  placentae  investigated,  white  infarcts 
as  well  as  evidences  of  premature  separation  were  found  in  but 
twenty-six.  While  it  is  evident  that  a  certain  relationship  exists 
between  renal  affections  and  changes  in  the  placenta,  it  is  not  of 
such  indubitable  and  conspicuous  a  character  as  is  claimed  by  some. 
(Journal  American  Medical  Association,  Aug.  30,  p.  325.) 
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ANTIPYRIN  AS  AN  ANALGESIC  IN  LABOUR. 

Dr.  Phillips  remarks  that  “  fatal  cases  as  the  consequence  of  the 
administration  of  antipyrin  have  been  several  times  reported,  but 
never  daring1  labour,  and  1  know  of  no  reason  why  it  should  not  be 
given  in  such  cases  without  apprehension  provided  the  dose  is  below 
25  grains.”  The  following  are  his  conclusions  on  the  subject. 
1.  That  antipyrin  in  doses  of  fifteen  grains  repeated  at  proper  inter¬ 
vals,  is  a  remedy  of  great  value  in  the  dilating  stage  of  labour,  and 
more  especially  in  primiparse,  but  that  its  uncertainty  of  action 
renders  it  less  reliable  than  chloral.  2.  That  during  the  expulsive 
stage  of  labour  it  is  useless  as  an  algesic,  in  whatever  way  it  may 
be  administered.  3.  That  in  certain  kinds  of  after-pains  it  is  very 
•  efficacious.  4.  That  it  is  without  any  ecbolic  properties,  and  has 
little  or  no  effect  on  the  frequency  of  occurrence  of  labour  pains 
during  the  dilating  stage,  and  does  not  aid  dilatation  of  the  os  uteri. 
5.  That  the  effect  of  the  drug  appears  to  be  more  marked  on  im¬ 
pressionable  and  neurotic  women  and  those  of  dark  complexion  and 
spare  frame  than  on  others.  6.  That  it  should  never  be  given  by 
mouth  without  the  addition  of  a  diffusible  stimulant.  (Dr.  John 
Phillips,  p.  379.) 

CERVICAL  CATARRH.— Treatment. 

Stratz  ( Zeitschrift  fur  Geburtshiilfe  u.  Gyndkologie,  Band  xvii. 
Heft  2)  reports  the  comparative  results  obtained  by  employing 
different  methods  of  treatment  in  successive  series  of  twenty-five 
cases.  In  the  first  series  daily  applications  cf  a  ten  per  cent,  solu¬ 
tion  of  chloride  of  zinc  were  used,  the  average  number  of  applications 
being  eighty.  After  the  lapse  of  five  months  ten  patients  were  not 
cured,  and  the  other  fifteen  had  a  recurrence  of  the  trouble  within 
two  or  three  months.  In  the  second  series  a  fifty  per  cent,  solution 
of  chloride  of  zinc  was  applied,  the  average  number  of  applications 
in  sixty  days  being  twelve.  Three  patients  were  treated  for  six 
months  without  benefit ;  six  were  cured,  and  all  the  rest  had  a 
recurrence  after  a  couple  of  months.  Syphilitic  patients  responded 
promptly  to  the  treatment.  In  neither  series  was  there  any 
unfavourable  symptom.  The  third  series  included  many  of  the 
cases  which  had  been  treated  unsuccessfully  with  the  chloride  of 
zinc  applications.  In  every  instance  excision  of  the  diseased  mucous 
membrane,  according  to  Schroder’s  method,  was  followed  by  a  cure. 
The  fourth  series  were  treated  by  applications  of  concentrated  lactic 
acid,  about  ten  being  made  in  the  course  of  fifty  days.  Ten  patients 
were  cured,  two  were  not  benefited,  and  the  rest  had  a  recurrence. 
In  conclusion  the  writer  infers  that  the  weak  chloride  of  zinc  solu¬ 
tion  is  comparatively  useless,  the  stronger  solution  and  lactic  acid 
give  fair  results,  but  that  excision  offers  the  only  sure  prospect  of 
permanent  cure  in  obstinate  cases  of  chronic  cervical  catarrh. 
(American  Journal  of  Medical  Science,  July,  p.  101.) 
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EMPTYING  THE  UTERUS  IN  CASES  OF  HEMORRHAGE 
DURING  PREGNANCY.— Precautions. 

The  precautions  I  use  in  clearing-  out  the  uterus  are  as  follows  : 
(1)  wash  out  vagina  with  carbolic  lotion,  1  part  in  100,  (2)  pass 
into  uterus  a  20-grain  iodoform  bougie  to  keep  the  contents  of 
uterus  aseptic,  (3)  pass  into  uterus  my  antiseptic  sponge  tent,  (4v 
plug  vagina  with  iodoform  wool  to  keep  the  tent  in  position ; 
leave  the  woman  alone  for  twelve  or  even  twenty- four  hours,, 
then  (1)  remove  vaginal  plug,  (2)  remove  tent,  (3)  wash  out  vagina 
with  carbolic  lotion,  (4)  pass  into  the  uterus  one  or  more  fingers 
and  clear  out  its  contents,  (5)  wash  out  uterus  and  leave  in  it 
iodoform  pessary  of  20  grains.  The  tents  referred  to  in  my  paper 
were  shown  at  the  meeting  of  the  Obstetrical  Society  in  London  in 
December,  1889.  They  are  very  carefully  prepared  from  sponge 
which  has  been  soaked  some  days  in  1  in  2,000  of  corrosive  sub¬ 
limate,  and  after  they  are  made  up  they  are  coated  with  gelatine 
holding  in  solution  corrosive  sublimate  1  part  in  1,000.  The  gelatine 
coating  enables  them  to  be  passed  very  easily,  as  the  point  of  the 
tent  retains  its  firmness  for  some  time.  The  tents  have  been  made 
for  me  by  Mr.  Buxton,  chemist,  Queen’s  Road,  Clifton.  (Dr.  Aust- 
Lawrence,  British  Medical  Journal,  May  10,  p.  1007.) 

[See  also  Dr.  Aust-Lawrence’s  paper  on  Hemorrhages  Occurring 
During  Pregnancy,  at  page  382  of  this  volume  of  the  Retrospect .] 


ENDOMETRITIS.— Use  of  Chloride  of  Zine  in. 

Dr.  Moret  ( Journal  de  Medicin,  Feb.  9,  1890)  directs  that : — 1.  The 
vaginal  and  uterine  canal  should  be  cleansed  with  a  solution  of 
sublimate.  2.  The  cervico -uterine  canal  should  be  sounded  with  a 
smooth,  flexible  bougie,  which  is  better  for  this  purpose  than  the 
uterine  sound,  for  it  is  likely  to  wound  the  mucous  membrane.  3. 
The  bougie  having  been  withdrawn,  its  curve  is  to  be  noted,  and 
then  one  should  introduce  a  pencil  composed  of  three  parts  of  rye 
flour  and  one  of  chloride  of  zinc.  The  pencil  should  be  four  to  six 
millimetres  in  thickness,  and  should  penetrate  as  far  as  the 
fundus.  4.  The  posterior  vaginal  cul-de-sac  should  be  tamponed 
with  absorbent  cotton  impregnated  with  iodoform,  and  the 
remainder  of  the  vagina  with  ordinary  non-absorbent  cotton.  This 
treatment  may  be  followed  by  pain,  slight  fever,  and  possibly  by 
transient  retention  of  the  urine.  In  ten  or  twelve  days  the  slough 
produced  by  the  caustic  will  be  discharged.  After  its  expulsion  the 
uterine  cavity  should  be  dilated  with  a  No.  15  bougie,  and  the  size 
should  gradually  be  increased  to  21  to  avoid  contraction  and  dys- 
menorrhceal  pain.  During  the  following  month  irrigation  should 
be  practised  daily  with  sublimate  solution.  (New  York  Medical 
Journal,  July  26,  p.  110.) 
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ENDOMETRITIS  (PUERPERAL).— Antiseptic  Curetting  in. 

Dr.  E.  Braun  ( Archiv  fur  Gynakologie,  B.  xxxvii.,  H.  3)  reviews 
some  of  the  prevailing  opinions  with  reference  to  the  bacteriology  of 
puerperal  fever.  He  believes  with  Kehrer  that  three  groups 
of  germs  are  concerned  in  the  etiology  of  child-bed  fever, — viz., 
pyogenic,  septogenic,  and  saprogenic  micro-organisms.  In  other 
words,  he  holds  that  puerperal  fever  may  be  pysemic,  septic,  or 
saprtemic.  The  latter  or  putrid  form  he  thinks  the  most  common. 
Charpentier  regards  septic  endometritis  as  the  principal  initial  form 
of  child-bed  fever.  After  curetting  and  douching  the  uterine 
cavity  he  mops  it  with  creasote  and  glycerine.  Of  seven  thousand 
six  hundred  puerperal  cases  at  Vienna,  one  hundred  and  one  were 
curetted,  ninety-six  recovered.  Of  the  live  fatal  cases,  three  were 
considered  septic  rather  than  sapraemic.  The  Vienna  method  is  as 
follows :  The  patient  is  placed  in  the  Sim’s  position,  the  external 
genitals  cleansed,  and  the  vagina  and  uterus  irrigated  with  a  thymol 
solution  before  and  after  curetting.  A  finger- thick  iodoform  pencil 
is  dipped  in  tincture  of  iodine  and  left  in  the  uterus.  Vaginal 
tears  and  abrasions  are  touched  with  tincture  of  iodine.  The  cervix 
and  vagina  are  lightly  tamponed  with  iodoform  gauze.  The 
patient  is  given  a  dose  of  cognac,  and  an  ice-bladder  is  applied  over 
the  abdomen.  A  vaginal  douche  of  thymol  solution  is  used  once 
daily.  The  fever  subsides  in  from  one  to  six  days.  Parametric 
inflammation  had  not  been  observed  as  a  result  of  the  curetting. 
Curetting  is  indicated  when  a  septic  condition  of  the  endometrium 
is  announced  by  fever,  faulty  involution,  and  fetid  lochia.  It  is 
useless  after  the  infection  has  become  general.  (Therapeutic  Gazette, 
Sept.,  p.  633.) 

ENDOMETRITIS  (CHRONIC).— Treatment. 

Dumontpallier  made  a  further  communication  to  the  Academie  de 
Medecine  on  this  subject  ( UAbeille  Medicale),  his  conclusions  being 
as  follows:  1.  The  best  method  of  treating  chronic  endometritis 
is  to  introduce  a  pencil  of  chloride  of  zinc  into  the  uterine  cavity, 
where  it  is  allowed  to  dissolve.  2.  No  inflammatory  complications 
result  from  this  treatment,  and  the  pain  is  not  insupportable.  3. 
The  endometrium  is  soon  restored  after  the  operation,  and  normal 
menstruation  returns  within  a  few  weeks.  4.  By  systematic 
dilatation  stenosis  can  be  prevented.  (American  Journal,  Aug.  p.  204.) 

ENDOMETRITIS.— Curetting*  for. 

M.  Bouilly  ( Journal  de  Medicine ,  March  9,  1890)  gives  the  results 
of  seventy-five  cases  in  which  he  has  performed  curetting  since 
1887.  ITe  refers  particularly  to  simple  cases — that  is,  those  which 
are  not  complicated  by  the  presence  of  polypi  or  myomata  • 
but  he  also  refers  to  cases  in  which  there  may  be  a  certain  amount 
of  disease  of  the  annexa.  In  all  of  these  cases  curetting  had 
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been  preceded  by  other  treatment.  The  principal  indications  for 
the  operation  were  hemorrhage,  leucorrhoea,  and  pelvic  or  sacral 
pain  before  or  during  menstruation.  Pain  alone,  however,  is  not  to 
be  considered  a  sufficient  indication.  In  twelve  cases  the  operation 
was  done  without  an  anaesthetic,  but  such  a  plan  is  not  to  be 
recommended,  on  account  of  the  pain  which  accompanies  it.  The 
operation  should  be  preceded  by  dilatation,  and  the  author 
used  laminaria  tents  for  this  purpose,  using  at  first  a  small  one  for 
twenty-four  hours,  and  then  a  large  one  for  twenty-four  hours 
longer.  There  is  little  pain  attending  such  dilatation.  Next,  the 
vagina  should  be  irrigated,  the  uterus  drawn  down,  and  the  endo¬ 
metrium  curetted.  The  curetting  is  followed  by  an  injection  of 
tincture  of  iodine,  or  of  carbolized  glycerine,  if  the  metritis  is  muco¬ 
purulent  in  character,  and  by  a  chloride  of  zinc  application  if  it  is 
hemorrhagic.  For  the  first  few  subsequent  days  the  vagina  is  closed 
with  a  tampon  of  antiseptic  material.  The  immediate  results  of 
these  operations  were :  No  accidents ;  absolute  freedom  from  bad 
conditions.  In  many  cases  the  pelvic  or  abdominal  pain  disap¬ 
peared  at  once.  In  many  other  cases  the  best  results  were  not 
obtained  at  once.  In  sixty-nine  of  the  author’s  cases  the  histories 
were  followed  up  for  some  time,  and  these  cases  were  classified  as 
cures  thirty-nine,  improvement  fifteen,  failure  fifteen.  In  hemor¬ 
rhagic  metritis  the  cures  were  especially  frequent,  and  included 
nineteen  cases.  There  w7ere  twenty  cases  of  muco-purulent  endo¬ 
metritis  which  were  cured,  the  anexa  in  three  of  the  cases  being 
rather  painful  prior  to  the  operation.  With  such  a  complication,  it 
was  found  that  the  abdominal  pain  disappeared  very  slowly.  The 
author  has  concluded  that,  if  tubal  disease  really  exists,  no  benefit 
need  be  expected  from  curetting.  The  cases  which  were  tabulated 
as  improved  included  those  in  which  one  or  several  of  the  symptoms 
disappeared.  Of  the  fifteen  unsuccessful  cases,  four  were  cases  of 
hemorrhagic  and  eleven  of  muco-purulent  metritis.  Curetting  is 
indicated  in  chronic  simple  endometritis,  and  in  the  hemorrhagic 
form  it  is  a  most  valuable  resource.  It  is  less  valuable  in  cases 
of  cervical  glandular  disease,  and  is  entirely  uncertain  if  there  is 
any  disease  of  the  annexa.  (New  York  Medical  Journal,  July  26.) 

FORCEPS  CASES.— Method  of  Making  Additional  Traction  in. 

I  feel  convinced  that  the  lives  of  numbers  of  infants  have  been  lost 
for  want  of  additional  tractile  power  in  delivery.  Having  the  idea 
of  additional  traction  force  before  my  mind  for  a  considerable  time, 
but  not  knowing  how  to  apply  that  force  in  the  proper  direction, 
I  had  a  pair  of  tractors  made  which  are  applied  with  the  blades ,  and 
before  the  forceps  are  locked ,  and  not  being  hooks,  but  having  shield¬ 
shaped  extremities,  can  be  buttoned  into  the  fenestra  of  any  long 
forceps  before  application.  And  not  being  liable  to  slip,  cannot 
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possibly  injure  the  scalp  of  the  child  or  soft  parts  of  the  mother.. 
I  then  followed  up  the  idea  of  additional  traction  by  applying  a  belt 
round  my  waist,  to  which  I  can  attach  my  tractors  (in  an  instant,  if 
required) ;  and  with  this  holdfast  on  my  foot  to  prevent  myself 
slipping,  I  have  at  least  two  alternatives — should  the  forceps  fail, 
use  the  tractors,  and  then  the  belt.  While  assistant  physician  to 
the  Rotunda  Hospital,  I  used  the  tractors  in  all  cases  in  the  out¬ 
patient  department  whenever  I  found  any  difficulty  in  the  high 
operation  ;  and  the  assistance  rendered  by  the  belt  in  these  cases 
(more  especially,  where  I  was  fatigued)  convinced  me  that  there 
must  occur  some  cases  in  which  the  child’s  life  would  certainly  have 
an  additional  chance  by  using  my  plan  of  delivery,  without — as  far 
as  I  can  see — any  additional  risk  to  the  mother.  There  can  be  no 
doubt  of  the  immense  power  gained  by  the  use  of  the  belt  and 
tractors,  and  the  shortening  of  the  labour  in  these  cases  when 
properly  used,  leaving  aside  altogether  the  increased  comfort  and 
saving  of  fatigue  to  the  operator — a  very  important  consideration. 
I  may  be  asked  why  I  do  not  attempt  turning  in  preference.  I 
reply,  should  I  do  so,  I  expose  the  child  to  a  far  greater  risk;  and 
should  it  be  born  asphyxiated,  respiration  can  with  greater  difficulty 
be  established.  Except  in  cases  of  considerable  pelvic  contraction, 
the  forceps  operation  may  be  regarded  as  comparatively  harmless  in 
skilled  hands ;  while  internal  version  is  always  a  serious  undertaking, 
involving  more  or  less  danger  to  mother  and  child,  even  wffien  per¬ 
formed  with  the  greatest  skill.  The  unpractised  operator  is  far  less 
likely  to  do  harm  with  the  forceps  than  with  version.  Whenever, 
then,  it  becomes  a  question  of  choosing  between  forceps  and  internal 
version,  the  forceps  should  be  selected,  unless  specially  contra¬ 
indicated  ;  because  the  operation  will  be  easier,  and  at  the  same 
time,  safer  for  both  mother  and  child.  (Dr.  Alexander  Duke, 
Provincial  Medical  Journal,  May  1,  p.  271.) 

HOT  IRRIGATIONS  AFTER  DELIVERY. 

(Deipser,  Centbl.  f.  Gyn.,  22). — The  writer  advises  the  use  of  vaginal 
irrigation  as  a  prophylactic  in  all  cases  after  delivery,  and  that 
shortly  after  the  birth  of  the  placenta,  and  for  six  days  thereafter, 
irrigation  with  a  quart  of  water  at  a  temperature  of  122°  F.  be 
practised,  and  claims  many  advantages  for  this  system  over  that  of 
employing  warm  antiseptic  lotions — among  others,  that  the  method 
is  harmless  and  always  applicable  ;  water  of  this  temperature  is  well 
tolerated  by  the  vagina,  but  the  external  genitals  should  be  pro¬ 
tected  against  the  stream.  (Edinburgh  Med.  Journal,  Sept.,  p.  285.) 

LINEA  ALBICANTES  OF  PREGNANCY.- Prevention  of. 

F.  W.  Langdon  ( Cincinnati  Lancet- Clinic,  August  9,  1890)  believes 
that  the  linea  albicantes  of  pregnancy  can  be  prevented  by  daily 
inunctions  of  the  abdomen  with  olive  oil,  followed  by  gentle  friction 
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with  the  hand.  The  inunctions  should  begin  at  or  before  the  fourth 
month  of  pregnancy,  bearing  in  mind  that  prevention,  not  cure,  is- 
the  object.  (This  method  of  treatment,  while  by  no  means  new,  is 
not  used  to  the  extent  that  it  should  be.  It  adds  to  the  comfort,, 
particularly  of  primipara,  diminishing  the  sense  of  distension  which 
is  frequently  very  annoying.)  (Medical  News,  Aug.  28,  p.  193.) 

LINGERING  LABOUR,-Use  of  Chloral  Hydrate  in  Rigid  Os. 

Under  the  use  of  this  agent  the  pains  become  longer,  steadier,  and 
more  efficient ;  the  patient  falls  into  a  somnolent  condition,  dozing 
quietly  between  the  pains,  which  are  not  lessened  or  annulled,  as  is 
the  case  when  chloroform  is  inhaled  freely  ;  and,  above  all,  the  wild 
state  of  excitement,  which  is  so  frequent  in  this  class  of  labour,  is 
calmed  and  soothed,  to  the  infinite  relief  both  of  the  patient  and 
practitioner.  Nor  is  it  necessary  to  administer  doses  of  any  unsafe 
amount.  Fifteen  grains,  repeated  in  twenty  minutes,  either  by 
mouth  or  rectum,  is  generally  sufficient  to  produce  an  effect  lasting 
over  several  hours.  Possibly  a  third  dose  may  occasionally  be  required,, 
but  never  more.  Another  great  good  following  this  practice  is 
that,  when  the  expulsive  stage  is  reached,  the  patient  being  already 
in  a  state  of  semianaesthesia,  very  much  smaller  quantities  of  chloro¬ 
form  or  of  the  ACE  mixture  are  required  than  would  otherwise- 
be  the  case.  Since  using  chloral  in  this  way  I  have  never  had 
occasion  to  give  opiates  either  by  the  mouth,  rectum,  or  hypoder¬ 
mically,  and  I  believe  them  to  have  the  disadvantages  of  tending  to 
arrest  uterine  action  altogether,  instead  of  steadying  or  even  increas¬ 
ing  it,  as  is  the  case  with  chloral.  (Dr.  W.  S.  Playfair,  p.  876.) 

METRORRHAGIA. -Use  of  Hydrastinin  for. 

E.  Falk  {Arch,  fur  Gynakologie,  Bd.  37,  Heft  2)  finds  that  hydras¬ 
tinin  which  is  an  oxydation  product  of  hydrastin,  having  the* 
formula  ,H13N03  is  of  greater  use  in  the  treatment  of  hemor¬ 
rhage  than  either  hydrastin  or  the  fluid  extract  of  hydrastis 
canadensis.  He  claims  that  the  drug  produces  strong  and  lasting 
contraction  of  the  arterioles  without  affecting  unpleasantly  the 
heart  or  spinal  cord.  He  gives  an  account  of  28  cases  treated 
in  Landau’s  clinic  which  show’  that  the  drug  is  of  great  use  in 
hemorrhages,  due  to  congestive  conditions  in  the  pelvic  organs- 
(congestive  dysmenorrlioea,  hyperplastic  endometritis).  In  fibroids 
it  lessens  the  quantity  of  blood,  but  in  cases  of  metritis,  and  the 
severer  neuroses  its  action  is  uncertain.  From  experiments  upon 
animals  he  comes  to  the  conclusion  :  that  owdng  to  the  contraction 
of  the  small  arteries,  especially  the  abdominal,  the  uterus  is  emptied 
of  blood  and  congestions  of  the  genital  organs  are  lessened. 
Immediate  stoppage  of  the  flow  in  metrorrhagia  is  not  to  be  looked 
for,  but  good  results  may  be  obtained  by  using  it  a  few  days  before 
menstruation  is  expected.  (Jour,  of  Amer,  Med.  Assoc.  July,  p- 102.) 
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MUNCHMEYER’S  TRANSFUSION  APPARATUS. 

At  the  Obstetrical  Society  on  Jan.  8th,  1890,  Dr.  Matthews 
Duncan  exhibited  Miinchmeyer’s  instrument  for  transfusion  in  cases 
of  nearly  fatal  hemorrhage,  according  to  a  plan  of  his  and  Leopold’s 
(  u  Archiv  fiir  Gynakologie,”  vol.  xxxiv,  pt.  3,  p.  38).  By  this  a 
hypodermic  injection  of  sterilised  water  at  blood  heat,  and* bearing 
in  solution  chloride  of  sodium  (a  drachm  to  a  pint),  was  made  to 
the  extent  of  one,  two,  or  three  pints.  The  effects  were  said  to  be 
as  good  as  when  the  fluid  was  injected  into  the  veins.  He  had 
long  recommended  watery  injection  directly  into  the  veins  by  a 
common  syringe  ;  but  this  method  of  Miinchmeyer’s  was  simpler 
and  less  dangerous.  The  injected  water  had  to  be  diffused  by 
manipulation,  and  it  was  rapidly  absorbed.  Transfusion  of  ordinary 
kinds  had  excited  and  maintained  great  enthusiasm  in  the  pro¬ 
fession,  but  its  use  was  unsatisfactory  and  very  dangerous.  It  had 
never  come  into  practice  as  an  established  resource  ;  and  no  wonder, 
for  a  late  systematic  writer,  while  recommending  it,  said  it  killed 
more  than  it  cured.  Science  had  done  much  to  explain  the  bad  results 
that  frequently  followed  it ;  and  science  indicated  water  to  fill  the 
void  caused  by  hemorrhage  to  be  the  best  fluid  to  use — the  safest. 
He  hoped  that  Miinchmeyer’s  method  of  subcutaneous  injection 
would  prove  a  useful  and  handy  resource  in  the  terrible  post¬ 
partum  hemorrhages.  Miinchmeyer  and  Leopold  injected  into  the 
loose  cellular  tissue  near  the  scapula,  (Obstetrical  Society’s  Tran¬ 
sactions,  part  I,  1890,  p.  5.) 

RUPTURE  OF  THE  UTERUS.— Treatment, 

(Leopold,  Arch.  f.  Gyn.,  Bd.  36,  Heft  2  ;  The  American  Journal  of 
Obstetrics ,  May,  1890.) — The  author  reports  four  cases  of  complete 
rupture  of  the  puerperal  uterus,  of  which  three  recovered.  From 
his  experience  and  from  a  study  of  the  literature  he  concludes  that 
— (10  Rupture  of  the  uterus  anteriorly  at  the  vesico-uterine  fold  is 
more  frequent  than  has  been  generally  supposed.  A  rupture  at 
this  point  does  not  necessarily  produce  severe  hemorrhage,  and  may 
be  closed  by  forced  antiflexion  of  the  uterus  by  pressure  and 
bandage,  together  with  plugging  the  ruptured  uterus  and  vagina 
with  iodoform  gauze.  (2.)  The  danger  to  the  mother  increases 
directly  as  the  time  since  rupture  and  the  forces  used  in  attempting 
delivery,  these  factors  leading  to  exhaustion  from  hemorrhage,  or 
Infection.  (3.)  The  child  dies  very  soon  after  rupture.  (4.)  The 
mother  mayshow  considerable  shock  within  a  very  short  time,  but 
-quick  assistance  and  successful  control  of  hemorrhage  can  save  the 
woman,  and  allow  a  favourable  prognosis  in  the  most  severe  tears 
where  ihe  woman  is  seen  at  once.  (5.)  Deliver  the  child  so  as  to 
cause  the  least  risk  to  the  mother;  not  by  turning,  as  that  would 
extend  the  tear,  but  by  perforation  or  embryotomy.  If  already 
engaged  in  the  lower  pelvis,  deliver  manually  or  by  forceps.  (G.) 
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If  the  child  has  escaped  into  the  abdominal  cavity,  perform  laparo¬ 
tomy  at  once  under  strict  aseptic  precautions.  (7.)  Before  and 
after  delivery  by  the  natural  passages,  cleanse  the  parts  thoroughly. 
Unite  the  edges  of  the  rupture  by  apposition  from  within  and  with¬ 
out  (traction  by  means  of  a  hook  or  forceps  and  pressure  bandage), 
place  a  long,  thick  wick  of  iodoform  gauze  in  the  uterus  from  the 
fundus  through  the  vagina,  packing  it  carefully  behind  the  rupture. 
Remove  this  in  eight  to  ten  days.  (8.)  After  a  laparotomy,  hemor¬ 
rhage  being  controlled  and  the  abdominal  cavity  cleansed,  suture 
the  rupture  if  possible,  or  plug  uterus  and  vagina  with  iodoform 
wick,  and  lead  another  through  the  tear  and  lower  angle  of  the 
abdominal  wound.  (9.)  Subsequent  treatment  according  to  the 
usual  rules.  (10.)  In  considering  the  question  of  laparotomy, 
always  remember  that  hemorrhage,  which  may  be  insignificant 
externally,  may  be  considerable  and  dangerous  within.  (Edin¬ 
burgh  Medical  Journal,  Sept.,  p.  286.) 

TOTAL  EXTIRPATION  OF  THE  UTERUS. 

Dr.  Miinchmeyer  described  in  a  recent  number  of  the  Arcliiv  fur 
Gynakologie  an  account  of  110  cases  of  total  vaginal  extirpation  of 
the  uterus  in  the  Dresden  Women’s  Hospital.  Eighty  were  can¬ 
cerous;  the  mortality  in  these  malignant  cases  was  5  per  cent.;  and 
64.5  per  cent,  of  the  patients  who  recovered  remained  over  two 
years  free  from  recurrence.  The  appendages  were  latterly  removed 
entire  whenever  that  step  was  practicable,  as  in  two  cases  where 
they  were  left  behind  they  became  involved  in  the  cicatrix  at 
the  top  of  the  vagina  and  caused  so  much  pain  that  an  operation 
was  needed  for  their  removal.  Parametritic  induration  was  fre¬ 
quent,  but  it  gave  less  trouble  than  narrowness  of  the  vagina.  Dr. 
Miinchmeyer  did  not  particularly  dread  injury  to  the  bladder,  as 
if  immediately  sutured  a  wound  in  the  vesical  walls  was  not  serious. 
Recurrence  of  cancer  did  not  appear  to  be  more  frequent  when 
inflammatory  infiltration  in  the  parametrium  and  utero-sacral 
ligaments  existed  at  the  time  of  operation.  Carcinoma  of  the 
cervical  canal  proved  the  most  serious  form ;  cancer  of  the  body 
was  less,  and  cancer  of  the  vaginal  part  of  the  cervix  least  prone  to 
rapid  recurrence.  Total  extirpation  was  also  performed  for  small 
fibroids,  which  crippled  the  patients,  in  17  cases ;  the  mortality  was 
given  as  11  per  cent.  Five  of  these  operations  were  performed,  all 
successfully,  for  total  prolapse  of  the  uterus;  8,  also  all  successful, 
for  disease  of  the  appendages,  on  the  plea  that  without  tubes  and 
ovaries  the  uterus  was  useless,  and  that  the  operation  was  less 
dangerous  than  an  abdominal  section.  In  this  country  it  is  doubt¬ 
ful  whether  many  authorities  approve  of  total  extirpation  of  the 
uterus  excepting  for  malignant  disease.  The  above  statistics  will 
be  interesting  in  reference  to  the  recent  discussion  on  Dr.  Culling- 
worth’s  paper  at  the  Obstetrical  Society.  (Brit.  Med.  Jour.,  April  12.) 
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VAGINAL  HYSTERECTOMY.— Certain  Precautions  to  be 
Observed  in. 

There  are  certain  precautions  to  "be  observed  in  the  removal  of  a 
uterus,  the  fundal  wall  of  which  has  been  softened  by  infiltration 
with  malignant  disease,  as  I  have  learned  from  personal  experience. 
In  the  first  place,  it  is  highly  desirable  before  beginning  the  opera¬ 
tion  to  ascertain  if  the  organ  is  not  too  large  to  be  removed  through 
the  vaginal  wound.  I  was  on  two  occasions  considerably  em¬ 
barrassed  by  the  large  size  of  the  fundus,  and  I  have  known  of  the 
operator  being  obliged  to  open  the  abdomen  in  order  to  complete  the 
operation,  thereby  adding  immensely  to  its  risks.  Again,  the  posi¬ 
tion  of  the  uterus  should  be  noted,  else  one  may  lose  valuable 
time  in  trying  to  antevert  an  organ  which  is  retroflexed  and  adherent. 
I  have  found  it  easier  to  retrovert  the  uterus,  rather  than  to  antevert 
it,  as  is  my  practice  in  cancer  of  the  cervix.  A  small,  but  important, 
detail  is  not  to  introduce  the  utero-tractor  into  the  uterine  cavity, 
since  it  almost  invariably  tears  out  and  is  apt  to  perforate  the  wall, 
allowing  septic  material  to  enter  the  peritoneal  cavity  at  an  early 
stage  in  the  operation,  as  well  as  causing  it  to  escape  from  the  cervix 
and  ooze  over  the  vaginal  wound.  It  is  better  to  plug  the  cervical 
canal  with  iodoform  gauze,  and  to  make  traction  upon  the  cervix 
alone.  Caution  should  also  be  exercised  in  drawing  down  the  fundus, 
lest  the  softened  uterine  wall  should  be  badly  lacerated  by  the  tear¬ 
ing  out  of  the  hook  or  volsella,  allowing  acrid  pus  to  escape  into  the 
cavity,  as  has  happened  to  me,  once  with  bad  results.  In  short, 
more  than  ordinary  care  must  be  exercised  in  handling  the  uterus 
not  to  perforate  its  wall.  The  ovaries  and  tubes  should  invariably 
be  extirpated,  even  at  the  risk  of  considerably  prolonging  the  opera¬ 
tion,  as  it  is  a  well-established  fact  that  in  malignant  disease  of  the 
corpus  uteri  the  mucous  lining  of  the  tubes  is  liable  to  be  affected 
by  direct  continuity  ;  hence  there  is  a  special  reason  for  insisting 
upon  their  complete  removal  which  is  not  present  in  cases  of  cancer 
of  the  cervix  uteri.  (Dr.  IT.  C.  Coe,  N.  Y.  Med.  Record,  April  5,  p.  872.) 

[See  also  Dr.  Coe’s  article  on  u  Malignant  Disease  of  the  Corporeal 
Endometrium,”  at  page  395  of  this  volume  of  the  Retrospect.] 

VOMITING  OF  PREGNANCY.— PERNICIOUS  FORM. -Induced 
Abortion  in. 

Loviot  {Ball,  et  Mem.  de  la  Soc.  Obstet.  de  Paris,  No.  1,  1890) 
reports  the  case  of  a  primipara,  aged  nineteen  years,  pregnant 
between  four  and  five  months,  in  whom  all  methods  of  treatment 
failed  to  stop  pernicious  vomiting ;  the  patient  was  fed  for  six  weeks 
by  rectal  injections,  her  temperature  remaining  slightly  below  the 
normal,  her  pulse  was  above  120 ;  abortion  was  produced  by  the 
introduction  of  a  bougie  into  the  uterus  which  resulted  in  the  ex¬ 
pulsion  of  the  foetus  and  appendages.  Shortly  after  delivery  the 
patient  enjoyed  and  retained  a  meal  of  beefsteak  and  potatoes. 
<(  American  Journal,  Aug.  p.  202.) 
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DR.  KOCH’S  REMEDY  FOR  TUBERCULOSIS. 


I.— ON  A  REMEDY  EOR  TUBERCULOSIS. 

By  Professor  R.  Koch,  Berlin. 

(A-bstraet  of  a  paper  published  in  the  Deutsche  Medicinische  Wochenschrift 
Hov.  Hth,  1890,  and  reprinted  in  the  Berliner  Klinische  Wochenschrift  of  same 
date.) 

The  paper  opens  with  a  reference  to  the  statement  made  by  the 
author  in  his  address  before  the  International  Medical  Congress 
with  respect  to  his  discovery  of  a  method  whereby  animals  could 
be  rendered  insusceptible  to  inoculation  with  the  tubercle  bacillus,, 
or  in  whom  tuberculous  changes  may  be  arrested.  Pursuing  this 
inquiry  in  regard  to  human  tuberculosis,  he  had  arrived  at  certain 
definite  results,  of  which  he  would  have  preferred  to  have  had 
more  experience  before  publishing  them,  had  not  the  currency  of 
inaccurate  and  distorted  accounts  made  it  imperative  on  him  to 
give  his  own  account  of  his  work,  imperfect  as  it  may  be  in  certain 
respects.  Experiments  were  carried  on  under  his  direction  by  Drs. 
Libbertz  and  E.  Pf uhl,  and  are  still  in  progress ;  and  patients  had 
been  furnished  by  Prof.  Brieger  from  his  policinic,  bv  Dr.  W.  Levy 
from  his  surgical  clinic,  Drs.  Frankel  and  Kohler  at  the  Charite 
Hospital,  and  Prof,  von  Bergmann  from  the  University  surgical 
clinic.  To  these  gentlemen  and  their  assistants  Prof.  Koch  tenders 
his  warm  thanks  for  their  aid  and  the  lively  interest  thev  took  in 
the  investigation. 

Reserving  an  account  of  the  nature  and  preparation  of  theremedy, 
he  describes  it  as  consisting  of  a  clear  brownish  fluid,  which  can  be 
kept  without  special  precautions,  and  which  has  to  be  diluted  for 
use.  These  dilutions  with  distilled  water  are  liable  to  decomposi¬ 
tion,  becoming  turbid  from  bacterial  vegetations,  and  consequently 
inefficacious.  This  change  may  be  avoided  by  sterilising  the  solu¬ 
tion  by  heat  and  preserving,  it  in  a  vessel  closed  with  a  plug  of 
cotton  wool,  or  by  the  addition  of  phenol;  but  as  the  properties, 
especially  of  very  dilute  solutions,  are  thereby  impaired,  he  prefers 
to^use  freshly  prepared  solutions. 

The  remedy  does  not  act  when  taken  into  the  stomach  ;  it  must 
be  injected  subcutaneously,  for  which  purpose  he  uses  a  syringe 
provided  with  a  rubber  ball  instead  of  a  piston,  which  allows  of  its 
being  readily  kept  aseptic  by  cleansing  with  absolute  alcohol.  To 
this  he  ascribes  the  freedom  from  local  abscesses  in  all  the  injec¬ 
tions— upwards  of  a  thousand— that  he  has  made.  After  a  trial 
of  various  spots,  the  skin  of  the  back  between  the  shoulders  and  in 

1 2 


1 12 


ADDENDUM. 


the  lumbar  region  was  selected  as  the  most  suitable  for  the  injec¬ 
tion,  which  as  a  rule  produces  no  local  effect  and  is  quite  painless. 
It  was  soon  shown  that  the  action  of  the  remedy  on  man  differed  in 
some  important  respects  from  its  action  on  the  guinea-pig,  the  former 
being  far  more  susceptible  to  it  than  the  latter.  Thus,  a  healthy 
guinea-pig  may  have  as  much  as  2  c.c.  injected  subcutaneously 
without  being  notably  affected  by  it:  but  in  a  healthy  adult  man 
as  little  as  0 ’25  c.c.  suffices  to  excite  intense  reaction.  In  other 
words,  regarding  the  relative  body  weights,  y^-g-th  the  quantity 
which  has  no  appreciable  effect  on  the  guinea-pig  is  most  power¬ 
fully  active  in  man.  Professor  Koch  has  observed  in  himself  the 
effects  following  the  injection  of  0  25  c.c.  into  the  arm.  About 
three  or  four  hours  after  the  injection  he  experienced  pains  in  the 
joints,  languor,  a  tendency  to  cough,  and  difficulty  in  breathing, 
which  rapidly  increased ;  then,  at  the  fifth  hour,  a  very  severe 
rigor,  lasting  for  an  hour ;  then  nausea,  vomiting,  and  a  rise  of 
temperature  to  39*6°  C.  (103*3°  F.).  This  disturbance  ceased  at 
the  end  of  twelve  hours,  the  temperature  falling  next  day  to  the 
normal  level ;  the  joint  pains  and  lassitude  lasted  for  a  few  days, 
and  for  the  same  time  the  site  of  the  injection  remained  slightly 
painful  and  reddened.  It  was  found  that  the  smallest  quantity 
requisite  to  produce  such  reaction  in  healthy  individuals  was  about 
0.01  c.c.  (or  about  1  c.c.  of  1  per  cent,  dilution).  This  amount  pro¬ 
duced  slight  joint  pain  and  transient  languor,  and  sometimes  a 
slight  rise  of  temperature  to  38°  C.  (100*4°  F.).  Apart  from  this 
remarkable  difference  in  the  dose  the  effects  in  animals  and  men 
are  apparently  similar,  the  most  important  being  the  specific  action 
of  the  remedy  upon  tuberculous  processes  of  whatever  kind.  These 
latter  effects  in  animals  he  does  not  now  dwell  upon,  but  proceeds 
to  describe  them  in  the  human  subject. 

First  there  is  the  very  remarkable  fact  that  whereas  in  health 
and  in  subjects  of  non-tuberculous  disease  the  injection  of  0*01  c.c. 
has  hardly  any  effect,  in  the  tuberculous  this  quantity  invariably 
produces  a  marked  general  as  well  as  a  local  reaction.*  The  general 
reaction  consists  in  an  attack  of  fever,  mostly  beginning  with  a 
rigor,  the  temperature  exceeding  39°  C.  (102*2°  F.),  often  rising  to 
40°  (104°  F.),  and  even  to  41°  (105*8°  F.),  articular  pains,  cough, 
great  prostration,  often  nausea  and  vomiting,  sometimes  slight 
icterus,  with  in  some  cases  a  measly  eruption  on  the  chest  and 
neck.  The  attack,  as  a  rule,  begins  in  from  four  to  five  hours  after 
the  injection,  and  lasts  from  twelve  to  fifteen  hours.  Exception¬ 
ally  it  may  commence  later  and  run  a  milder  course.  The  patient 
is  but  little  affected  by  it,  and  when  it  has  passed  he  feels  com¬ 
paratively  well  or  even  better  than  before.  The  local  reaction  is 

*  These  effects  are  produced  in  children  from  three  to  five  years  with  one-tenth 
of  this  dose,  0-001  c.c. ;  in  very  weak  children  only  0*0005  c.c.  produces  a  marked 
reaction,  but  not  such  as  to  give  rise  to  anxiety. 
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'"best  observed  in  cases  where  the  tubercular  disease  is  visible,  as  in 
lupus.  Within  a  few  hours  after  the  injection  (although  at  a  part 
remote  from  that,  which  is  diseased)  the  lupus  nodules  begin  to 
swell  and  redden,  and  this  commonly  before  the  rigor  occurs. 
During  the  fever  the  swelling  and  redness  increase  to  such  an 
extent  that  eventually  the  lupus  tissue  becomes  in  places  brownish- 
red  and  necrotic.  This  swollen  and  discoloured  portion  is  sur¬ 
rounded  for  the  depth  of  a  centimetre  by  a  white  zone,  outside  of 
which  there  is  a  bright  red  band.  After  the  fever  has  declined 
the  swelling  gradually  diminishes,  and  in  two  or  three  days  it  has 
disappeared.  The  lupus  areas  become  encrusted  with  dried  serum, 
which  changes  into  scabs,  and  on  their  detachment  in  two  or  three 
weeks,  and  even  after  only  a  single  injection,  a  smooth  red  scar  is  left 
behind.  Mostly  several  injections  are  necessary  to  completely 
destroy  the  lupus  tissue.  Special  importance  is  attached  to  the 
fact  that  the  process  is  confined  to  the  diseased  tissues,  so  that  even 
a  minute  patch  amid  scar  tissue  may  be  revealed  by  its  swelling 
and  reddening  under  the  influence  of  the  remedy.  Owing  to  these 
striking  objective  effects  Professor  Koch  recommends  all  who  wish 
to  study  the  action  of  the  remedy  to  begin  by  observing  its  effect 
in  lupus.  Less  striking  but  still  obvious  both  to  sight  and  touch 
are  the  local  changes  induced  in  tuberculosis  of  lymphatic  glands, 
bones,  joints,  &c.,  in  which  swelling  and  increased  pain,  with  red¬ 
dening  of  the  surface,  become  manifest.  The  local  chang-es 
induced  in  the  internal  organs — e.g.,  the  lungs — are  obviously  with¬ 
drawn  from  observation,  but  the  somewhat  increased  cough  and 
expectoration  which  follow  the  first  injection  may  indicate  them. 
Here  the  general  phenomena  predominate,  but  one  must  infer  that 
changes  are  taking  place  similar  to  those  presented  to  view  in 
lupus.  Since  these  phenomena  are  produced  in  the  presence  of 
tuberculous  processes  by  a  dose  of  0*01  c.c.,  the  injection  may  come 
to  be  a  valuable  aid  in  the  diagnosis  of  obscure  cases  of  the  disease 
and  of  commencing  phthisis,  when  neither  the  test  of  bacilli  or 
elastic  fibres  in  the  sputum  nor  the  physical  signs  yield  positive 
information.  So,  too,  the  tubercular  nature  of  obscure  gland  affec¬ 
tions,  bone  disease,  and  skin  affections  may  be  established.  In 
cases  of  apparently  cured  pulmonary  or  articular  tubercle  it  may 
show  whether  the  tubercular  process  has  really  come  to  an  end,  or 
whether  there  still  remain  isolated  foci,  which  at  any  time  might 
burst  into  flame  just  as  a  spark  which  has  been  left  glimmering 
among  the  ashes. 

Of  more  importance  is  its  therapeutic  action.  The  effect  of  the 
injection  upon  the  lupus  tissue  is  to  destroy  it  more  or  less 
thoroughly,  and  cause  it  to  disappear.  In  some  parts  the  dose  may 
suffice  to  effect  this  forthwith ;  in  others  the  tissue  rather  melts  or 
wastes  away,  requiring  the  repeated  action  of  the  remedy  to  com¬ 
plete  the  process.  How  this  occurs  cannot  yet  be  stated,  since 
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histological  facts  are  wanting ;  "but  it  is  clear  that  it  is  not  by  the* 
killing  of  tubercle  bacilli  in  the  tissue,  but  rather  of  the  tissue  which 
encloses  them.  The  circulatory  disturbance  evidenced  by  tho 
swelling  aud  redness  shares  in  this,  showing  that  there  are  profound 
changes  in  nutrition  which  kill  the  tissue  in  proportion  to  the  degree 
and  manner  of  action  of  the  remedy.  That  it  destroys  the  tuber¬ 
culous  tissue  and  not  the  bacilli  indicates  the  limits  of  its  activity. 
It  can  only  affect  living  tuberculous  tissue.  It  has  no  action  on 
that  which  is  already  dead,  as  caseous  masses,  necrosed  bone,  &c., 
nor  even  on  that  which  has  been  destroyed  by  the  remedy  itself.- 
Living  bacilli  may  still  exist  in  such  dead  portions,  and  be  either 
expelled  with  the  necrotic  tissue,  or,  under  certain  conditions,  be  able 
to  again  invade  the  neighbouring  living  tissue.  This  property  of" 
the  remedy  should  be  carefully  borne  in  mind,  and  when  possible 
the  removal  of  the  dead  tissue  be  effected  by  surgical  means. 
Where  this  cannot  be  done,  and  the  organism  has  to  get  rid  of  it  by 
its  own  action,  the  use  of  the  remedy  must  be  continued  so  as  to 
prevent  the  reinfection  of  living  tissue.  This  selection  of  living 
tuberculous  tissue  by  the  remedy  explains  the  singular  fact  that  it 
may  be  given  in  rapidly  increasing  doses,  so  that  within  three 
weeks  the  quantity  may  be  increased  to  500  times  the  original 
amount.  This  cannot  be  due  to  toleration,  for  there  is  no  analogy 
of  so  powerful  a  remedy  being  so  rapidly  tolerated.  It  is  rather 
that,  whereas  at  the  first  there  is  much  tubercular  tissue  present, 
so  that  a  small  quantity  of  the  active  substance  suffices  to  produce 
marked  reaction,  with  each  succeeding  injection  the  amount  of 
tissue  that  reacts  is  diminished,  and  relatively  larger  doses  are 
needed  to  produce  the  same  amount  of  reaction  as  before.  Within 
limits,  too,  there  may  be  a  certain  amount  of  toleration.  So  soon 
as  in  a  tuberculous  subject  treated  with  increasing  doses  there  comes 
to  be  no  more  reaction  than  in  the  non-tuberculous,  then  it  may  be 
inferred  that  there  is  no  more  tuberculous  tissue  to  be  destroyed, 
and  the  treatment  would  have  to  be  continued  with  slowly  increas¬ 
ing  doses  and  at  intervals,  so  long  as  bacilli  are  present  in  the  body, 
in  order  to  protect  against  a  fresh  infection.  Professor  Koch  goes 
on  to  say  that  the  future  must  prove  whether  this  idea  and  the 
conclusions  based  on  it  are  correct ;  at  present  he  is  content  to 
show  the  way  in  which  the  remedy  must  be  applied.  In  the  case 
of  lupus  the  procedure  has  been  to  inject  the  full  dose  of  001  c.c., 
and  after  one  or  two  weeks  to  repeat  it,  and  so  on  until  the  reaction 
weakens  and  finally  ceases  to  occur.  In  two  cases  of  lupus  of  the' 
face  so  treated,  the  affected  parts  were  converted  into  smooth 
cicatrices  after  three  or  four  injections  ;  other  cases  improved  in 
proportion  to  the  duration  of  the  treatment.  All  these  patients  had 
suffered  for  many  years,  and  had  undergone  various  kinds  of  treat¬ 
ment  without  result.  It  was  the  same  with  cases  of  tuberculosis 
of  glands,  bones  and  joints,  in  which,  occasionally,  larger  doses  at' 
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longer  intervals  were  employed.  .Rapid  healing  took  place  in  the 
.milder  cases  ;  slowly  progressive  improvements  in  the  more  severe. 

The  behaviour  of  phthisical  cases,  which  formed  the  majority, 
was  somewhat  different ;  such  patients  being  far  more  susceptible 
to  the  remedy  than  the  surgical  cases.  It  was  soon  found  that  an 
initial  dose  of  001  c.c.  was  too  much  for  the  phthisical,  and  that 
they  would  mostly  react  markedly  to  a  dose  of  0'002  c.c.  or  even  of 
ROOl  c.c. ;  but  that  they  could  bear  a  very  rapid  increase  of  the  dose 
from  this  minimum.  Generally  the  first  injection  was  with  O’OOl 
c.c.,  and  this  dose  was  repeated  on  the  next  and  following  days  if 
the  temperature  continued  to  rise  after  it;  when  no  reaction 
followed,  the  dose  was  raised  to  (H)02  c.c.,  and  then  by  additions 
of  0  001  or  0'002,  until  the  maximum  of  0‘01  or  more  was  reached. 
Such  a  gradual  course  is  especially  needful  for  those  whose  strength 
is  feeble.  By  this  plan  a  patient  might  be  brought  to  bear  con¬ 
siderable  doses  without  fever  or  without  himself  being  aware  of 
it.  In  some  stronger  phthisical  subjects  the  dose  was  increased 
more  rapidly,  with  apparently  more  speedily  favourable  result. 
Cough  and  expectoration  commonly  increase  after  the  first  in¬ 
jection,  and  then  gradually  decline  or  finally  quite  disappear; 
the  sputa  cease  to  be  purulent,  and  become  mucoid.  The  number 
of  bacilli  began  to  diminish  when  the  sputa  became  mucoid. 
Night  sweating  ceases ;  the  general  aspect  improves,  aud  there  is 
a  gain  in  weight.  Patients  in  the  early  stage  become  free  from 
all  symptoms  in  the  course  of  from  four  to  six  weeks’  treatment, 
and  may  be  regarded  as  cured.  Even  cases  with  moderately 
sized  cavities  are  markedly  improved  and  nearly  cured.  It  was 
only  in  cases  with  many  and  large  cavities  that  no  objective  signs 
of  improvement  take  place,  although  the  sputa  diminish,  and 
the  subjective  conditions  improve.  This  experience  emboldens 
Professor  Koch  to  affirm  that  commencing  phthisis  may  with 
certainty  be  cured  by  this  remedy.  (In  a  footnote  he  points  out 
that  this  does  not  imply  a  definitive  cure,  for  relapses  are  possible  ; 
but  it  proves  that  these  may  be  as  easily  overcome  as  the  original 
attack.  On  the  other  hand,  analogy  with  other  infective  diseases 
makes  it  possible  that  immunity  may  be  established  if  cure  be 
once  attained,  and  he  reserves  this  and  other  questions  as  open 
ones.)  Advanced  cases  with  large  cavities,  and  mostly  compli¬ 
cated  by  the  presence  of  other  micro-organisms  in  the  cavities, 
and  by  irremediable  morbid  lesions  in  other  organs,  can  only  rarely 
derive  permanent  benefit  from  the  remedy.  But  they  undergo 
temporary  improvement,  showing  that  even  in  this  class  the 
tuberculous  process  is  influenced  as  in  others,  and  that  failure  is 
attributable  to  the  difficulty  of  removal  of  the  dead  masses  of 
tissue,  together  with  the  products  of  secondary  suppuration.  It 
may  be  found  possible  to  assist  in  their  removal  by  surgical  inter¬ 
vention  (similar  to  that  in  empyema)  or  other  means.  He 
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urgently  protests  against  the  indiscriminate  application  of  the 
remedy  to  all  cases  of  tuberculosis.  The  simplest  cases  are  those 
of  commencing  phthisis  and  surgical  tubercular  affections.  But  in 
all  other  cases,  there  should  be  careful  individual  selection  and 
medical  treatment  used  in  addition.  He  therefore  pronounces  in 
favour  of  treating  cases  in  suitable  institutions  where  every  care 
can  be  taken  of  the  patient  in  preference  to  their  being  treated  in 
their  homes.  Nor  can  it  be  said  that  the  methods  hitherto  in 
favour,  such  as  the  residence  in  mountain  resorts,  fresh  air,  special 
dietary,  may  not  well  continue  to  be  employed  side  by  side  with 
the  new  method,  particularly  in  severe  and  neglected  cases  and  in 
the  convalescence  of  all.  The  importance  of  the  earliest  possible 
recognition  of  phthisis  is  greatly  heightened  by  the  use  of  this 
remedy,  and  should,  Professor  Koch  says,  be  the  aim  of  every  prac¬ 
titioner.  For  this  he  lays  great  stress  on  the  systematic  and  thor¬ 
ough  examination  of  the  sputa  for  bacilli,  a  matter  which  his  ex¬ 
perience  teaches  him  has  been  too  much  neglected.  In  future  such 
neglect  will  render  the  physician  responsible  for  delay  in  subject¬ 
ing  his  patient  to  a  treatment  which  might  save  his  life,  and  in 
doubtful  cases  recourse  might  be  had  to  the  test-injection,  which 
would  establish  with  certainty  the  presence  or  absence  of  tubercu¬ 
losis.  Then  will  the  new  method  prove,  he  says,  a  blessing  to  suf¬ 
fering  humanity,  when  every  case  of  tubercular  disease  is  treated 
as  soon  as  possible,  and  there  are  no  more  neglected  cases  to  form, 
as  hitherto,  an  inexhaustible  source  for  fresh  infection. 

The  paper  concludes  by  stating  that  statistics  and  records  of 
individual  cases  have  been  advisedly  omitted,  the  writer  leaving 
their  publication  to  those  to  whom  the  patients  belonged,  and  he 
did  not  desire  to  anticipate  their  descriptions. — Lancet ,  Nov.  22, 
1890,  p.  1086. 


II. -IMPRESSIONS  OF  THE  RESULTS  OF  DR.  KOCH’S 
TREATMENT  OF  TUBERCULOSIS. 

By  Frederic  S.  Eye,  F.R.C.S.,  &c.,  Assistant  Surgeon  to  the 

London  Hospital. 

The  symptoms  following  the  injection  of  Dr.  Koch’s  fluid  for  the 
cure  of  tuberculosis  have  now  been  so  often  described  that  it  is 
unnecessary  to  allude  to  them.  I  will  endeavour  in  this  commu¬ 
nication,  as  far  as  my  own  observations,  and  the  limited  time 
during  which  experiments  have  been  made,  permit,  to  answer  a 
question  which  everyone  is  repeating — viz.,  “What  positive 
results  have  yet  been  attained  by  Koch’s  treatment  P  ”  My 
remarks  will  necessarily  be  confined  exclusively  to  cases  of 
external  or  local  tuberculosis,  of  which  I  took  notes  at  the  bedside. 
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Tubercular  Disease  of  Joints  and  Bones. — The  following  case  of 
early  disease  of  hip-joint  in  Professor  von  Bergmann’s  clinic 
appeared  to  me  to  be  definitely  cured  by  the  injections.  The 
child  had  been  kept  in  bed,  but  no  splint  had  been  used. 

Willy  Z - ,  aged  three  years.  On  admission  the  left  thigh 

was  slightly  abducted,  flexed,  and  quite  fixed.  The  first  injection 
was  given  on  Nov.  6th,  and  was  followed  by  five  others  on 
alternate  days.  On  each  occasion  O'OOl  gr.  was  used.  Marked 
reaction  followed  the  first  four  injections;  the  fifth,  on  Nov.  14th, 
was  followed  by  a  rise  of  1’4°  C.  When  I  saw  him  first  on  Nov. 
20th  he  was  sitting  up  in  bed.  There  was  perfectly  free  mobility 
without  pain  of  the  left  hip-joint.  Rotation  was  absolutely 
unimpeded ;  there  was  complete  flexion,  and  a  scarcely  perceptible 
lordosis  was  obtainable  on  full  extension.  On  Nov.  22nd  the 
same  condition  was  maintained. 

Typical  Example  of  Synovial  Disease  of  Right  Knee ,  with  Slight 

Lung  Affection. — Rudolf  W - ,  aged  twenty-three.  The  patient 

was  admitted  on  Nov.  1st  with  extreme  pulpy  swelling  of  the 
synovial  membrane  of  the  right  knee,  tuberculous  disease  of  one 
foot,  and  enlargement  of  glands.  He  had  been  under  ordinary 
surgical  treatment  for  one  year,  without  improvement.  The  first 
injection  of  0  01  gr.  was  made  on  Nov.  4th,  and  repeated  on  the 
10th,  12th,  and  14th  inst.,  the  reactions  varying  from  39  8°  to 
40’6o  C.  (See  temperature  chart.)  Each  injection  was  followed 
by  a  marked  swelling  and  heat  of  the  joint.  On  Nov.  20th  the 
patient  was  lying  in  bed  without  any  splint  or  controlling 
apparatus.  The  knee  was  still  considerably  swollen,  but  there 
was  no  heat  or  tenderness.  A.  cold  abscess  existed  in  the  upper 
part  of  the  synovial  membrane.  On  Nov.  22nd,  the  patient  was 
up  and  moving  about  freely  on  crutches,  with  a  straight  limb.  The 
swelling  had  very  considerably  subsided  in  the  interval,  and 
presented  the  general  appearances  of  a  chronically  diseased  joint 
which  had  been  under  treatment  for  some  weeks  by  the  ordinary 
methods  of  rest  and  pressure.  Although  the  treatment  had  only 
lasted  for  sixteen  days  and  no  splint  had  been  used,  the  improve¬ 
ment  (judging  from  the  description  of  the  condition  of  the  joint 
on  admission  given  me  by  the  assistant)  was  little  short  of 
marvellous. 

In  the  clinic  of  Dr.  Levy  I  also  saw  a  child,  aged  three  years, 
who  had.  been  under  treatment  by  injections  for  a  fistula  on  the 
dorsum  of  one  foot.  This  communicated  with  a  tuberculosis  of 
the  metatarsal  bones.  At  first  the  area  around  the  fistula  became 
extremely  swollen,  with  high  fever,  after  each  injection  ;  but  the 
last  injections  were  followed  by  neither  local  nor  general  reaction. 
When  I  saw  the  child  the  fistula  was  healed,  the  skin  over  the 
dorsum  of  the  foot  freely  movable,  not  in  the  least  degree  tender, 
and  without  perceptible  swelling.  The  patient  had  been  nearly  two 
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months  under  treatment.  Dr.  Levy  had  also  discharged  as  cured 
two  children  with  tuberculosis  of  the  knee-joint  and  a  man  with 
tuberculosis  of  the  left  carpus ;  but  these  patients  I  did  not  have 
the  opportunity  of  examining. 

Tuberculous  Gland  Disease. — In  the  same  Hospital  I  saw  the 

following  case  :  S -  (female),  aged  twenty-five.  She  had 

suffered  from  gland  disease  since  the  age  of  fourteen.  Two  opera¬ 
tions  had  been  performed,  and  the  scars  were  still  visible.  No 
pulmonary  tuberculosis.  The  glands  are  situated  behind  the  angle 
of  the  jaw,  and  in  the  submaxillary  region  on  the  right  side.  An 
assistant  and  the  patient  herself  assured  me  that  before  the  com¬ 
mencement  of  the  treatment  a  gland  behind  the  angle  of  the  jaw 
and  another  in  the  submaxillarv  triangle  were  respectively  the 
size  of  hen’s  eggs.  The  skin  was  red  and  adherent,  and  the 
swelling  was  painful.  The  first  injection  was  given  on  Oct.  11th, 
and  the  second  on  the  13th  inst.  After  the  first  injection  the 
temperature  rose  to  41°  C.,  and  there  was  considerable  local 
swelling,  the  outlines  of  the  glands  being  indistinct.  I  saw  her  on 
Nov.  19th.  The  largest  glands  were  the  size  of  cob-nuts,  movable, 
and  the  skin  was  of  normal  colour  and  freely  mobile.  She  was 
again  injected  for  a  fourth  time  on  the  20th  inst.,  and  the  tem¬ 
perature  rose  to  40'9°  C.,  but  the  next  morning  there  was  no 
perceptible  local  reaction. 

Another  case  (Anna  H - ,  aged  twenty-one)  in  von 

Bergmann’s  wards  also  showed  a  very  decided  improvement  after 
injections  of  '01  gr.  on  alternate  days,  extending  from  Nov.  6th  to 
the  14th.  The  disease  had  existed  for  two  years. 

In  both  these  cases  the  disease  was  probably  too  advanced  for  a 
complete  cure  to  take  place,  but  the  affection  had  apparently  been 
entirely  arrested,  and  the  swelling  much  reduced.  It  seems 
improbable  that  subsequent  absorption  of  caseous*  glands  would  be 
complete,  and  in  large  tumours  a  surgical  procedure  will  still  be 
necessary  for  the  removal  of  the  deformity.  An  infant  with 
recent  gland  disease  had  been  for  a  short  time  under  treatment  by 
Dr.  Levy,  but  I  was  unable  to  find  a  similar  case  which  had  been 
subjected  to  the  cure  for  a  sufficient  time. 

Tuberculosis  of  the  Skin  and  Mucous  Membrane. — This  variety  of 
tuberculosis  will  doubtless  be  treated  at  length  by  the  well-known 
dermatologists  who  have  visited  Berlin.  I  will  only  add  my  testi¬ 
mony  to  the  marvellous  results  obtained  in  the  now  almost 

classical  cases  of  Anna  T - and  Frl.  K - ,  which  were  among 

the  very  first  cases  injected  by  Koch  himself.  Both  were  cases  of 
extensive  struma-lupus  of  the  left  upper  extremity,  the  former 
associated  with  extensive  ulcerations,  which  are  now  completely 
and  soundly  healed.  In  the  first  case  treatment  commenced  on 
Oct.  8th,  and  the  second  on  Oct.  loth. 
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In  two  of  von  Bergmann’s  cases  (K - ,  male,  aged  twenty- 

four,  and  W - ,  female,  aged  forty-five)  a  cure  appeared  to  be 

complete,  or  nearly  so.  Both  were  affected  with  extensive- 
ulcerating  lupus  of  the  nose,  cheek,  and  upper  lip,  and  in  both 
the  injections  were  commenced  on  Nov.  6th.  In  the  first  case  six 
injections  were  given,  the  last  on  Nov.  15th ;  in  the  second  only 

one  injection.  On  November  22nd  the  affected  parts  in  K - -a 

Case  were  covered  with  thin  scales  beneath  which  the  skin  was 
smooth,  red,  and  tender,  but  there  was  no  trace  of  nodules  or 

ulcerations.  In  W - ’s  case  the  same  condition  existed,  but  a 

few  nodules  still  remained  over  the  right  eyelid. 

A  young  child  with  non-ulcerating  lupus  of  the  cheeks  and 
upper  lip  also  showed  a  very  marked  improvement  after  one 
injection  of  *001  gr.  eight  days  before  I  saw  it.  The  fever  lasted 
for  two  or  three  days.  The  skin  over  a  considerable  area  of  the 
cheeks  was  soundly  healed,  smooth,  and  becoming  pale ;  the 
remainder  of  the  patch  was  covered  with  thin  desquamating  scales. 
Many  other  examples  of  great  improvement  might  be  cited. 

In  some  cases  in  which,  after  the  first  injections,  all  the  appear¬ 
ances  of  cure  have  taken  place,  the  disease  may,  unfortunately, 
return  with  great  rapidity.  A  good  instance  of  this  is  in  Dr.  B. 

Kohler’s  wards  in  the  Charite.  Max  T - •,  aged  twenty-eight, 

who  had  been  under  treatment  since  Nov.  22nd,  1889,  with  lupus 
of  the  nose,  upper  lip,  cheeks,  and  under-surface  of  the  chin.  The 
disease  had  existed  for  six  years,  and  had  been  cauterised  five 
times.  An  injection  of  '01  gr.  of  the  fluid  was  made  on  Oct.  12th, 
and  was  followed  by  a  rise  of  temperature  to  39*6°  C.,  with  severe 
local  reaction.  On  Oct.  24th  the  lip  was  completely  healed,  the 
nose  and  the  right  cheek  covered  with  small  white  scales.  The 
improvement  was  not  maintained,  and  rapid  return  of  the  disease 
took  place.  Further  injections  were  made  on  Nov.  7th,  10th,  12th, 
and  17th,  all  giving  reactions  varying  from  39°  to  40°  C.  Stronger 
injections  of  ’014  and  *015  gr.  respectively  on  the  19th  and 
20th  inst.  were  not  followed  by  reaction.  I  saw  the  patient  on 
Nov.  22nd,  when  the  end  of  the  nose  was  still  covered  with  a  thick 
crust  of  exudation. 

It  may  with  truth  be  urged  that  very  few  cases  can  be  cited  in 
which  the  cure  is  complete,  and  even  in  these  recurrence  may  yet 
take  place.  In  reality  it  is  too  early  to  draw  a  definite  conclusion, 
and  the  minds  of  most  observers  may  be  described  as  in  a  condition 
of  favourable  expectancy.  That  the  fluid  has  a  wonderful  effect 
on  tubercular  tissue  is  shown  by  its  selective  action  on  that  alone  ; 
for  individuals  affected  with  syphilitic  ulceration,  cancer,  and 
rodent  ulcer  have  been  entirely  unaffected  either  generally  or 
locally  by  injections.  It  appears  to  excite  a  curative  inflammation 
in  the  part  analogous  to  the  efforts  observable  around  any  diseased 
focus  to  arrest  further  extension ;  sometimes,  but  apparently  not 
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in  all  cases,  the  inflammation  leads  to  necrosis  of  the  morbid  tissue. 
Time  and  further  experience  have  yet  to  show  us  how  far  and  in 
what  cases  the  remedy  may  he  trusted  to  effect  a  complete  cure, 
and  in  what  it  must  he  considered  only  an  aid  to  surgical  pro¬ 
cedures.  These,  as  von  Bergmann  has  suggested,  will  at  any  rate 
he  of  a  much  simpler  and  less  extensive  nature  than  formerly. 

It  would  he  ungracious  to  conclude  without  expressing  my 
gratitude  to  our  distinguished  colleagues  in  Berlin  for  the  generous 
manner  they  have  thrown  open  their  wards  to  all-comers. 

In  superficial  tuberculoses  the  necrosed  fragments  are  thrown  off 
as  a  dry  scab.  In  tuberculosis  of  deep  structure  the  necrotic 
tissue  would  probably,  unless  too  extensive,  be  absorbed  and 
shrink  in  the  same  manner  as  tissue  affected  with  coagulation 
necrosis. — Lancet ,  Nov.  29,  1890,  p.  1149. 


III.— ON  THE  TREATMENT  OF  LUPUS  VULGARIS,  ETC., 

BY  DR.  KOCH’S  METHOD. 

By  H.  Radcliffe  Crocker,  M.D.,  F.R.C.P.,  Physician  to  the 
Skin  Department,  University  College  Hospital ;  Physician 
to  the  East  London  Hospital  for  Children. 

The  announcement  in  the  papers  that  the  fluid  for  carrying  out 
Dr.  Koch’s  treatment  could  be  obtained  from  Dr.  Libbertz  has 
brought  medical  men  from  all  parts  of  the  world  to  Berlin,  in  the 
hope  of  obtaining  some  of  the  magic  elixir.  This  statement,  how¬ 
ever,  is  absolutely  contrary  to  fact  at  present,  and  probably  will 
be  for  some  time  to  come,  the  limited  supply  now  available  being 
reserved  for  those  gentlemen  personally  known  to  Dr.  Koch,  whom 
he  has  appointed  to  demonstrate  his  method.  In  England,  as  I 
have  no  doubt  you  will  be  informed  from  other  sources,  the  two 
fortunate  gentlemen  selected  are  Dr.  Heron  and  Mr.  Watson 
Cheyne.  Although  the  distribution  of  the  fluid  is  at  present  thus 
restricted,  the  demonstration  of  the  method  is  freely  thrown  open 
to  all  medical  men  desiring  to  see  it,  and  it  is  that  which  I  have 
thus  witnessed  that  I  am  about  to  relate.  As  it  is  impossible  to  do 
more  than  repeat  what  one  is  told  as  regards  phthisical  cases,  I  pro¬ 
pose  to  restrict  myself  to  lupus  cases. 

As  Dr.  Koch’s  announcement  to  the  world  is  so  recent,  I  need 
only  make  a  few  general  statements  as  to  the  method  of  procedure, 
to  save  repetition  in  individual  cases.  In  any  local  tuberculosis, 
such  as  lupus,  enlarged  lympathic  glands  or  bone  disease,  the  first 
injection  is  one  cubic  centimetre  of  a  1  per  cent,  solution,  or,  as  it 
is  expressed  here  ,01  of  a  cubic  centimetre  of  the  original  fluid. 
In  an  hour  or  two  the  temperature  begins  to  rise,  reading  within 
twelve  hours  from  about  39°  C.  (102T°  F.)  to  41°  C.  (lOS'd0  F.) 
accompanied  by  the  other  symptoms  which  generally  accompany 


ADDENDUM. 


1 17 

this  state  of  high  fever,  shivering  or  vomiting  being  frequent  pro¬ 
minent  symptoms,  and,  at  the  acme  of  the  fever,  profound  sleepi¬ 
ness.  A  couple  of  hours  later  the  temperature  is  falling,  and 
within  twenty-four  hours  usually,  but  sometimes  longer — in  one 
case  forty-eight  hours — the  temperature  has  become  normal,  and  the 
attendant  general  symptoms  have  disappeared.  As  a  rule,  the 
fever  is  in  proportion  to  the  amount  of  tubercle  ;  but  in  certain 
cases  the  temperature  has  risen  to  the  extent  above  mentioned, 
where  there  has  been  but  little  recognised  tubercular  deposit — e.g., 
in  one  lymphatic  gland.  In  non-tubercular  disease  the  small 
amount,  *01  cubic  centimetre,  produces  no  febrile  reaction,  hence 
the  diagnostic  value  of  the  method.  As  the  destruction  of  the 
tubercle  bacilli,  or  more  precisely  of  their  nidus,  proceeds,  the 
febrile  reaction  gets  less,  or  even  disappears,  and  then  a  large  dose, 
”02  to  ”06,  or  even  more,  is  injected,  and  when  such  doses  no  longer 
produce  any  febrile  symptoms,  the  direct  tubercular  element  of  the 
disease  is  destroyed,  and  the  secondary  effects,  if  any,  have  alone 
to  be  dealt  with.  Dr.  Cornet  having  kindly  permitted  full  notes 
to  be  taken  of  a  case  in  his  clinique,  I  will  give  it  as  an  example. 

The  patient  was  a  woman  aged  twenty-nine,  with  lupus  of 
thirteen  years’  duration,  affecting  the  whole  right  side  of  the  face, 
and  encroaching  on  the  neck,  for  which  she  had  undergone  much 
previous  treatment  with  unsatisfactory  results.  The  second  in¬ 
jection  of  *015th  grm.  was  given  on  Nov.  14th,  the  first  having 
been  *01  before  admission,  and  the  temperature  prior  to  the 
injection  being  35”8°  C.  In  two  hours  it  was  39”4°  C. ;  five  hours 
later  it  was  38°  C.,  and  in  eleven  hours  from  the  time  of  injection 
it  was  36”7°.  On  the  16th  an  injection  of  *02  was  given,  and 
the  temperature  rose  in  one  hour  to  37°,  in  the  second  hour  it  was 
38°,  in  the  third  39  5°;  two  hours  later  it  was  38”5°,  and  a  few 
hours  after  this  it  was  36*4°. 

She  was  injected  a  fourth  time  in  my  presence  with  *02  of 
the  1  per  cent,  solution,  the  point  of  insertion  being  between  the 
shoulders  at  the  upper  part  on  the  right  side,  the  left  side,  where 
she  was  injected  the  day  before,  being  slightly  tender ;  but  there 
is  never  any  inflammatory  or  other  reaction  at  the  point  of  injec¬ 
tion  if  the  syringe  is  duly  disinfected.  No  reaction  followed 
this ;  at  five  o’clock  the  temperature  had  not  been  above  37°  C. 
The  local  effect  is  that  wherever  there  is  lupus  tissue  there  is  red¬ 
ness  and  swelling  of  the  diseased  area  and  its  neighbourhood, 

.  attended  with  copious  serous  exudation,  which  oozes  out  on 
to  the  surface  and  dries  into  a  yellowish  crust.  This  crusting 
was  the  condition  on  the  morning  of  the  17th,  before  her  fresh 
^injection. 

In  Dr.  von  Bergmann’s  clinique  was  a  boy  of  fourteen  with  lupus 
at  the  tip  of  the  nose,  who  was  injected  at  10.30  a.m.  on  the 
16th ;  at  3  p.m.  his  temperature  was  41°,  and  he  vomited  at  8 
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o’clock.  When  Dr.  von  Bergmann  gave  his  demonstration  his 
nose  was  swollen  over  three  parts  of  its  extent,  and  he  was  sleep¬ 
ing  very  heavily.  His  pulse  was  150,  his  respiration  36  to  the 
minute,  at  10  a.m.  on  the  17th.  In  a  man  aged  fifty-eight,  with 
a  lupus  patch  covering  the  nose  and  cheeks,  which  had  been 
present  twenty-nine  years,  who  had  been  injected  the  day  before 
the  whole  face  was  swollen,  the  cheeks  much  crusted  with  exuda¬ 
tion,  while  the  nose,  which  had  been  to  a  great  extent  cicatrised, - 
was  swollen,  slightly  livid,  while  the  epidermis  was  evidently 
loosening.  From  the  right  side  of  the  patch  going  down  to  the 
lower  jaw  was  a  reddened  band  about  one-third  of  an  inch  wide, 
which  I  was  informed  was  an  indication  that  the  lymphatics  in 
this  band  were  filled  with  tubercle  bacilli,  and  therefore  gave  an 
inflammatory  reaction. 

In  another  man  aged  twenty-four,  the  cure  was  the  most  ad¬ 
vanced,  and  I  was  informed  that  it  afforded  the  best  results 
hitherto  obtained.  Between  Nov.  6th  and  17th  he  was  injected 
every  other  day  with  the  usual  dose,  and  each  injection  was 
followed  by  a  febrile  reaction  of  from  39°  to  40°  C.  Although 
the  lupus  tissue  was  apparently  gone,  he  was  injected  for  the  sixth 
time  as  a  test  as  to  real  cure,  whence  there  was  still  some  general 
reaction,  and  locally  there  was  increased  redness  and  exfoliation 
of  epidermis,  and  the  cure  was  therefore  considered  not  quite  com¬ 
plete.  The  newspaper  reports  as  to  a  complete  cure  of  lupus  in 
five  days  greatly  overstates  the  results  hitherto  obtained.  There 
was,  however,  a  far  better  result  than  could  have  been  obtained 
by  any  of  the  hitherto  employed  methods  of  treatment  during  the 
same  or  even  for  a  much  longer  period. 

I  have  only  time  now  to  mention  one  other  case  of  interest  in 
this  clinique.  It  was  a  case  illustrating  well  the  exanthem  which 
may  follow  the  injection  of  the  fluid.  This  exanthem  Dr.  Cornet 
informed  me  was  rare,  occurring  in  not  more  than  1  or  2  per  cent, 
of  the  cases  injected,  and  then  generally  of  slight  extent.  This 
patient  of  Dr.  von  Bergmann  was  a  woman  of  about  thirty,  suffer¬ 
ing,  I  believe,  from  phthisis.  She  had  had  five  injections  of  the 
•01  of  1  per  cent,  solution,  the  first  on  Nov.  6th,  and  each  injection 
had  been  followed  by  the  outbreak  of  the  eruption.  This  was 
general  in  its  distribution,  though  of  varying  extent  in  different 
regions.  To  my  eye  it  did  not  resemble  measles,  but  consisted  in 
the  occurrence  of  papules  not  more  than  a  pin’s  point  to  a  small 
pin’s  head  in  size,  and  of  a  pale-red  colour.  On  the  face  they  were 
comparatively  sparse,  discrete,  and  without  any  marked  arrange¬ 
ment.  On  the  arms  and  forearms  they  were  also  sparse  and 
discrete,  and  not  more  on  the  extensor  than  the  flexor  aspect.  On 
the  trunk  they  were  most  developed  and  characteristic.  The 
papules,  grouped  in  a  herpetiform  manner,  and  with  the  surround¬ 
ing  hyperaemia  of  each  papule,  had  coalesced  into  small  irregularly 
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shaped  patches  of  from  a  quarter  to  half  an  inch  in  their  lamest 
diameter  studded  with  small  papular  elevations.  In  addition  there 
were  large  pin-head  pustules  (a  more  advanced  stage  of  the 
papules)  sparsely  scattered  about  the  shoulders.  The  seat  of  these 
papules  and  pustules  was  apparently  the  hair-follicles.  On  the 
lower  limbs  the  lesions  were  larger,  flatter,  more  livid,  red,  and 
slightly  scaly,  but  still  situated  at  the  hair-follicles,  and  very 
abundant.  The  eruption  was  attended  with  no  itching  or  other 
subjective  symptoms.  In  a  case  shown  by  Dr.  Cornet  there  was 
only  slight  and  sparse  follicular  hypersemia. 

The  tubercular  gland  cases  were  also  interesting  to  a  visitor,  as 
the  changes  could  be  more  easily  verified  than  in  a  necessarily 
hurried  examination,  but  their  consideration  must  be  deferred. 
Briefly,  the  treatment  is,  as  far  as  lupus  vulgaris  is  concerned, 
more  rapidly  efficacious  in  removing  the  morbid  tissue  than  any¬ 
thing  that  I  know  of,  except  an  attack  of  erysipelas,  which  will 
sometimes  produce  an  even  more  rapid  and  quite  as  extensive  an 
improvement ;  but  it  is  too  dangerous  an  agent  to  employ  volun¬ 
tarily  unless  attenuated  in  some  way.  Whether  Koch’s  method 
cures  lupus  or  any  other  tubercular  affection  permanently  time 
alone  can  prove ;  at  the  same  time  it  has  fully  established  a  claim 
to  a  most  thorough  and  careful  trial  in  all  such  cases.  As  far 
as  I  could  learn,  lupus  erythematosus  has  not  yet  been  treated 
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"by  this  method,  as  it  is  not  generally  considered  to  be  a  tubercular 
affection  ;  but  some  authorities  consider  it  to  be  allied  in  nature 
as  well  as  name  with  lupus  vulgaris,  and  the  result  of  Koch’s 
treatment  would  probably  be  a  decisive  test  of  this  question. 


The  dose  -001  or  a  milligramme  is  the  first  dose  for  young  chil¬ 
dren,  for  adults,  also,  when  the  tuberculosis  is  of  great  extent,  and 
probably  for  lupus  in  the  larynx,  where  much  swelling  would  be 
dangerous.  I  say  probably,  because,  as  far  as  I  could  hear,  while 
laryngeal  phthisis  had  been  treated  by  Koch’s  method  no  case  of 
lupus  of  the  larnyx  had  come  under  observation  ;  but  Koch  him¬ 
self  told  me  that  he  did  not  think  there  would  be  the  same  propor¬ 
tion  of  swelling  in  the  throat  as  there  is  on  the  skin.  Much  has 
been  made  of  a  case  of  Levy’s,  in  which  the  febrile  reaction  was  so 
severe  that  the  patient  had  a  temperature  of  105 '8°  for  thirty-six 
hours,  and  was  unconscious  for  twenty-four  hours.  In  justice, 
however,  it  should  be  stated  that  this  was  almost  the  first  case 
treated,  and  before  it  was  known  that  human  beings  are  more  sen¬ 
sitive  to  the  fluid  than  guinea-pigs,  and  a  decigramme  was  admin¬ 
istered  instead  of  the  centigramme,  now  known  to  be  the  right  first 
dose.  The  woman  with  the  injection  rash  described  last  week 
was  a  case  of  enlarged  glands,  not  phthisis.  The  rash  was  very 
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little  altered  when  I  last  saw  her,  but  it  had  been  kept  up  by  re- 
peated  injections.  As  a  rule  the  eruption  lasts  only  from  three  to 
five  days. 

I  was  allowed  to  copy  the  accompanying  diagrams  of  the  febrile 
reaction  observed  after  injection.  They  are  both  from  cases  of 
local  tuberculosis,  one  of  bone  the  other  of  skin.  The  first  repre¬ 
sents  what  is  considered  the  typical  reaction.  The  second  is  a 
slight,  not  unfrequent,  departure  from  it,  presenting  a  slight  fall, 
followed  by  a  secondary  rise  as  high  as  the  first.  In  an  exceptional 
case  the  temperature  fell  to  normal,  according  to  rule,  but  very 
shortly  rose  again  to  the  original  highest  point.  Another  infre¬ 
quent  variation  is  that  the  temperature  stops  up  with  but  little 
variation  for  twelve  hours  or  more  before  the  fall  sets  in.  The 
temperature  on  the  chart  is,  of  course,  measured  by  the  centigrade 
scale,  not  that  of  Reaumur,  as  stated  in  non-medical  papers,  and, 
perhaps,  I  may  be  excused  if  I  remind  those  who  are  not  familiar 
with  the  centigrade  scale  that  the  degrees  may  be  readily  conver¬ 
ted  into  the  Fahrenheit  scale  by  multiplying  by  nine,  dividing  by 
five,  and  adding  thirty-two  degrees  to  the  product,  so  that  the 
highest  temperatures  on  these  charts  are  104’2°  F.  and  104'7°  F. 
respectively. 

Two  cases  in  Levy’s  clinic  especially  attracted  my  attention. 
One  was  a  child  who  had  suffered  from  a  sinus  on  the  dorsum  of 
the  foot,  which  led  down  to  diseased  bone.  This  sinus  healed  up 
completely  after  injection  of  Koch’s  fluid  without  any  operation. 
The  other  was  a  case  of  very  extensive  lupus  in  a  strumous  person, 
extending  over  the  neck  and  all  down  one  arm,  with  much  lupus 
infiltration  and  numerous  foci  of  suppuration.  These  foci  entirely 
healed  up  under  the  injections,  large  areas  were  completely  cica¬ 
trised,  and  there  was  only  slight  infiltration  left  in  various  parts, 
and  finally  no  febrile  reaction  responded  to  the  injections.  This 
case  had  been  treated  since  September.  In  short,  the  evidence  of 
the  powerful  influence  of  the  fluid  on  all  forms  of  local  tuberculosis 
is  conclusive,  and  we  have  much  ground  for  hope  in  early  phthisis 
also. — Lancet,  Nov.  22  and  29,  1890,  pp.  1093,  1151. 


IV.— ON  PULMONARY  CONSUMPTION  AND  KOCH’S 
METHOD  OF  TREATMENT. 

By  Benjamin  Ward  Richardson,  M.D.,  F.R.S.,  Editor  of 

The  Asclepiad. 

In  many  parts  of  provincial  England  it  was  once  a  practice,, 
hardly  yet  abolished  everywhere  by  the  common  people,  to  treat 
persons  affected  with  consumption  of  the  lungs  by  making  them 
swallow  live  snails.  The  vulgar  idea  of  the  modus  operandi  of  the 
measure  was,  that  the  snails  found  their  way  to  the  lungs  of  tho 
patient  and  ate  the  black  worms  which  lived  on  the  lungs  and 
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caused,  "by  their  depredations,  the  disease.  The  snail  treatment 
got  a  great  reputation,  for  which  probably  it  depended  on  two 
collateral  causes.  The  persons  who  were  benefited  by  it  were  led 
to  seek  the  remedy  in  purer  air  than  they  had  been  accustomed  to 
live  in ;  and  in  addition  to  the  snail,  which  did  neither  good  nor  ill, 
they  partook  freely  of  new  milk  and  cream,  rich  foods  likely  to  be 
important  adjuncts  to  the  cure.  Of  late  the  idea  that  pulmonary 
consumption  is  a  parasitic  disease  is  revived.  The  lung  infested 
with  hosts  of  a  specific  bacillus  is  supposed  to  be  destroyed  by  them 
or  by  the  secretion  which  they  eliminate ;  and  the  mode  of  cure  is 
expected  to  be  found  in  a  lymph  or  poison  which  shall  kill  the 
bacillus  without  injury  to  the  patient. 

At  the  present  moment  the  general  press  is  filled  with  reports 
and  anticipations  of  such  a  kind  that  the  uninitiated  in  the  mystery 
of  disease  are  beginning  to  see  an  immediate  future  when  phthisis 
pulmonalis,  which  next  to  alcoholic  disease  stands  highest  as  a  cause 
of  mortality,  will  practically  be  wiped  off  the  blackboard  of  death, 
and  one  of  the  most  fatal  maladies  of  past  ages  be  known  no  more. 
This  were  indeed  a  consummation  devoutly  to  be  wished,  and  he 
would  be  a  most  unjust  steward  to  medical  trusts  who  would  not 
magnify  a  mode  of  cure  proving  to  be  one  of  the  grandest  gifts  the 
art  of  medicine  has  ever  bestowed  on  mankind.  But  scientific 
medicine  is  conservative  and  careful  before  she  speaks  a  word  ;  and 
the  more  so  because  in  her  too  ready  acceptance  of  speculative 
practices  in  former  days  she  h  as  seen  reason  to  become  wary  and  ch  ary 
of  belief.  Some  of  her  children  run  after  new  remedies  and  false 
gods  fast  enough ;  and  many,  no  doubt,  will  run  after  this  new 
promise  long  before  there  is  sufficient  evidence  either  for  its  estab¬ 
lishment  or  its  delegation  to  the  shades  of  departed  fallacies. 
Letting  these  pursue  their  own  course  for  success  or  discomfiture, 
the  prudent  will  wait  not  weeks  nor  months  only,  but  years,  before 
they  come  to  a  conclusion  that  shall  mean  an  affirmative  and  his¬ 
torical  success  or  failure.  For  the  success  of  the  mode  of  treat¬ 
ment,  attributed  to  Dr.  Koch,  but  claimed  already  by  some  rivals 
of  his  school,  can  be  proved  by  one  proof  alone,  namely,  the  effect 
of  the  practice  on  the  death-rate. 

Up  to  this  time  pulmonary  consumption  has  had  a  high  though 
declining  death-rate,  on  which  no  defined  line  of  curative  treatment 
has  had  any  obvious  effect.  The  figures  which  indicate  the  death- 
rate  will  show,  therefore,  from  date,  the  effect  of  the  new  mode  of 
treatment.  In  order  to  arrive  at  perfectly  correct  returns,  many 
details  will,  however,  have  to  be  taken  into  account.  First  and 
foremost,  it  must  be  remembered  that  consumption  is  now  on 
the  decline  from  sanitary  improvements  alone.  In  1881  the 
late  Sir  Edwin  Chadwick  joined  me  in  making  a  calculation, 
by  which  we  estimated  the  mortality  from  consumption  in 
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England  in  the  year  1880,  in  order  to  compare  it  with  th^ 
mortality  of  the  disease  in  England  during  the  year  1847,  the 
space  of  thirty-three  years  being  marked  by  moderately  advan¬ 
cing  sanitation.  From  that  comparison  we  learned  that 
pulmonary  consumption  had  decreased  in  the  proportion  of  three 
and  a-half  per  cent,  of  the  deaths  from  all  causes ;  that  is  to 
say,  12*57  persons  died  from  it  in  1847  to  9*12  in  1880.  During 
the  past  ten  years  the  decrease  has  been  going  on  at  a  more  rapid  rate, 
although  the  figures  are  not  yet  at  command.  This  must  all  be 
taken  into  account  here,  in  estimating  the  assumed  evidence  of 
benefit  from  new  treatment  of  a  specific  order. 

To  some  minds  it  will  occur  that  the  proofs  ought  to  come 
directly  from  the  clinical  results.  The  expectation  is  fair,  yet  not 
altogether  without  alloy.  At  first  it  may  be  that  there  will  appear 
a  good  result  even  though,  in  the  end,  there  should  be  grievous 
disappointment.  We  are  dealing  with  hypothesis  so  far,  and 
hypothesis,  leading  to  practice,  invariably  carries  with  it  a  certain 
measure  of  success.  Hope  is  such  a  flatterer  in  trials  in  which 
hopeful  reason  is  engaged,  that,  for  a  time,  it  misleads  the  gravest, 
touching  sometimes  the  pessimistic  fraternity  itself.  The  true 
tests  of  success  will  have,  in  fact,  to  meet  many  diversions  and 
obstacles.  Those  of  us  who  remember  the  introduction  of  cod 
liver  oil  into  the  treatment  of  consumption  will  realise  all  these 
difficulties.  That  famous  treatment  came  to  us  on  the  highest 
authority.  Moreover,  it  stood  on  a  plausible  theory,  and  at  first 
cures  upon  cures  were  attributed  to  it.  In  course  of  time  it 
turned  out  that,  although  the  treatment  had  its  value,  it  was  no 
specific.  The  cases  it  was  supposed  to  cure  were  good  simulated 
cases  of  bronchial  phthisis,  not  the  veritable  affection  ;  cases  which 
might  have  recovered,  under  favouring  circumstances,  without 
medicines,  and  which  advertise  the  innumerable  empirical 
u  cures.” 

In  the  tests  that  will  have  to  be  applied  to  the  new  era,  as  some 
call  it,  every  kind  of  doubt  will  have  to  be  overcome.  We  must 
know  in  what  we  believe.  We  must  know  whether  the  proposed 
new  method  is  applicable  to  all  types  of  the  affection  :  to  alcoholic 
phthisis,  which  strikes  down  the  middle-aged,  as  well  as  to  the 
encroaching  malady  which  steals  on  the  predisposed  young.  We 
must  discover  whether  the  predisposed  are  as  favourably  influenced 
as  those  free  of  constitutional  taint.  Is  the  youth  with  delicate 
lung,  the  pigeon-shaped  chest,  and  the  hectic  cheek,  in  whom  the 
physical  disease  is  pronounced,  as  amenable  to  the  cure  as  the 
more  favoured  person  who  comes  under  its  influence  ?  Granted,, 
for  argument’s  sake,  that  one  attack  is  cured  by  the  new  treatment : 
how  long  will  the  cure  hold  good  P  Will  the  predisposed  person,, 
safely  cured,  be  warranted  from  a  renewed  attack  if  he  or  she  go 
out  into  the  world,  “  take  cold,”  and  suffer  from  that  localised 
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pneumonia  or  acute  tuberculosis  which  older  observers  look  upon 
as  the  origin,  in  nine  cases  out  of  ten,  of  the  fatal  malady  P 

The  Latest  Reports  on  the  Neiv  Process. — Whilst  the  above 
notice  of  the  newly- proposed  cure  for.  consumption  has  been  in  the 
press,  an  official  preliminary  report  has  come  from  Berlin,  supply¬ 
ing  a  certain  number  of  details  which  call  for  serious  notice,  This 
report  tells  us  that  the  new  remedy  is  administered  by  subcutaneous 
injection,  and  that  it  is  valueless  when  administered  by  the 
stomach.  Whether  it  is  a  pure  lymph  or  a  compound  of  lymph 
with  some  chemical  substance,  or  a  chemical  substance  altogether, 
we  are  not  informed,  the  inventor  of  it,  Dr.  Koch,  wishing  to  keep 
the  composition  a  secret  for  some  time,  in  order  that  he  may 
perfect  it,  if  under  experience  it  calls  for  modification.  The  sub¬ 
stance  is  a  brownish  liquid,  0'25  cubic  centimetres  of  which 
suffice  to  produce  an  intense  effect.  It  is  more  active  on  man  than 
on  the  guineapig,  the  1,500th  part  of  the  quantity  which  has  no 
appreciable  effect  on  the  guineapig  acting  powerfully  on  the  human 
being.  The  symptoms  produced  by  the  substance  commence  about 
three  hours  after  the  injection  of  it,  and  consist  of  pain  in  the 
limbs,  fatigue,  and  inclination  to  cough,  followed  by  ague,  sickness, 
vomiting,  and  rise  of  temperature  to  39‘6°  C.,  or  103 ‘2°  Fahr.  The 
■symptoms  abate  in  about  twelve  hours. 

The  specific  action  of  this  treatment  is  claimed  to  be  on 
tuberculous  tissue  only.  It  does  not  act  by  killing  germs  ;  it 
can  only  influence  living  tuberculous  tissue,  which  tissue  it  kills, 
;not  other  healthy  or  even  diseased  tissue.  It  claims  to  cure 
pulmonary  consumption  by  destroying  the  tuberculous  material, 
the  materies  morhi  of  tubercle, — a  retreat  back  to  the  old  theory 
•of  treatment,  and  dead  against  the  so-called  germicide  method. 
But  it  is  also  claimed  for  it  that  it  cures  lupus,  and  therefore 
we  must  assume  that  lupus  is  tuberculous ;  in  a  word,  whatever 
it  cures  is  of  tuberculous  type,  a  tremendous  leap. 

The  people  appear  to  be  accepting  all  that  is  said  as  absolute 
proof.  To  the  popular  mind,  at  this  moment,  tubercular  disease 
is  near  its  end  in  the  world.  A  physician  who  has  had  forty  years 
of  experience  on  this  subject  must  not  be  misunderstood  if  he  cries 
u  Wait  and  see !  ”  before  accepting  so  unqualified  a  decision. 
Some  remarkable  results  may  take  record  at  first ;  but  what  next  P 
We  who  are  accustomed  to  observe  without  burning  en¬ 
thusiasm,  are  forced  to  remember  results  which  have  astonished 
calculations  derived  from  experiences  in  the  main  sound  and 
certain.  We  see  sometimes  in  practice  certain  spontaneous  cures 
or  recoveries.  I  have  recently  seen  a  young  lady  patient,  whose 
sister  died  of  phthisis,  and  who,  two  years  since,  was  stricken  with 
every  indication  of  the  disease, — dry  crepitation  in  the  left  lung, 
haemoptysis,  wasting,  and  night  sweats,  but  who  has  made  so 
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perfect  a  recovery  that  if  I  had  not,  with  my  own  eyes  and  ears,, 
recognised  the  symptoms  I  should  almost  have  doubted  the  diag¬ 
nosis.  For  some  time  in  my  practice  at  the  Royal  Infirmary  for- 
Diseases  of  the  Chest  I  introduced  peroxide  of  hydrogen  as  a 
remedy,  and  with  several  such  startling  results  I  thought  at  first 
a  specific  had  been  discovered;  but  time  corrected  the  hope. 
Three  years  ago  I  treated  an  extreme  case  of  lupus  of  the  face  with 
sodium  ethylate :  scales  formed  on  the  red  ulcerated  surface  with 
free  exudation  of  serous  fluid,  followed  by  complete  recovery.  It 
seemed  specific  treatment;  but  in  three  succeeding  cases  the  same 
mode  of  treatment  rendered  no  such  effective  service,  although  in 
one  for  a  time  there  was  the  greatest  promise.  Under  this  new 
treatment  shall  we  see  similar  successes  and  failures  P  Once  more.^ 
We  shall  require  to  know  in  what  manner  the  remedy  operates. 
Is  it  through  the  nervous  system,  or  is  it  by  some  chemical  or 
chemico-vital  action  which  it  exerts  in  contact,  in  infinitesimal 
division,  with  the  tuberculous  living  substance? 

By  the  time  the  next  Asclepiad  is  due  some  measure  of  answer 
to  these  inquiries  will  probably  be  to  hand,  and  by  then  we  shall 
possibly  be  informed,  as  we  ought  to  have  been  from  the  first,  of 
the  composition  of  a  remedy  possessing  the  virtues  claimed  for  it 
under  the  bare  name  of  paratoloid . —  The  Asclepiad ,  October ,  1890, 
p.  381. 


Zlle  Mctne. 


GENERAL  MEDICINE  AND  THERAPEUTICS. 


Art.  1.— ON  ALBUMINURIA  AND  LIFE  ASSURANCE. 

By  Thomas  R.  Fraser,  M.D.,  F.R.S.,  Professor  of  Materia 

Medica  and  Clinical  Medicine  in  the  University  of  Edinburgh. 

Until  recently  it  had  generally  been  accepted,  for  purposes  of 
life  assurance,  that  the  presence  of  albumen  in  the  urine  was  in 
itself  sufficient  reason  for  the  non-acceptance  of  the  life  in  which 
it  occurred,  as  in  tbe  absence  of  several  well-marked  disorders, 
which  were  themselves  incompatible  with  the  acceptance  of  the 
risk,  albuminuria  was  believed  to  indicate  structural  disease  of  the 
kidneys,  or  Bright’s  disease.  A  number  of  observations  have, 
however,  been  recorded  within  the  last  fifteen  years,  which  have 
drawn  attention  to  the  circumstance  that  albumen  may  be  found 
in  the  urine  of  persons  who  do  not  exhibit  any  of  the  general 
symptoms  of  Bright’s  disease,  nor  even  any  evidence  of  important 
deterioration  in  health.  In  forming  an  opinion  as  to  the  bearing 
of  albuminuria  upon  the  eligibility  of  a  life  for  assurance,  it  is 
important  to  bear  in  mind  that  Bright’s  disease  may  actually  be 
existent  without  constant  albuminuria ;  and  also  that  it  is  open  to 
doubt  if  a  person  whose  urine  contains  even  but  slight  traces  of 
albumen,  although  no  recognisable  coincident  symptoms  of  Bright’s 
disease  or  of  any  other  serious  disorder  exists,  is  actually  in  a 
healthy  condition,  and  therefore  a  proper  risk  at  ordinary  rates. 
As  all  forms  of  Bright’s  disease  are  accompanied  by  other  symptoms 
than  the  mere  presence  of  albumen  in  the  urine,  cases  of  this 
disease,  in  which  albumen  is  very  small  in  quantity,  or  is  altogether 
absent  when  an  examination  is  made,  can  usually  be  detected  by 
the  medical  examiner.  The  presence  of  albumen  in  the  urine 
without  any  recognisable  indication  of  disordered  health  is 
therefore  the  condition  in  which  the  greatest  difficulty  is  en¬ 
countered.  This  difficulty  is  increased  by  the  circumstance  that 
attention  has  so  recently  been  prominently  directed  to  these  cases, 
that  sufficient  time  has  not  yet  elapsed  for  showing  if  any,  or  what 
proportion,  of  them  afterwards  develop  unmistakable  symptoms  of 
structural  disease  of  the  kidneys.  Nor  can  much  assistance  be 
obtained  by  the  medical  examiner  from  the  conditions  that  are 
present  where  albumen  occurs  in  the  urine  unaccompanied  with 
recognisable  evidence  of  important  disorder  in  health,  for  little 
more  has  been  ascertained  than  the  following: — Many  of  the 
persons  in  whom  it  occurs  are  of  youthful  or  adolescent  age  ;  many 
VOL.  CII.  K 


122 


MEDICINE  AND  THERAPEUTICS. 


suffer  from  disorders  of  digestion ;  the  quantity  of  albumen  in  the 
urine  is  usually  very  small ;  it  is  not  constantly  present ;  and  in  a 
large  number  of  cases,  it  appears  only  after  fatigue  of  the  body  or 
mind.  It  has  also  to  be  considered  that  the  number  of  chemical 
tests  employed  for  the  discovery  of  albumen  in  the  urine  has 
recently  been  greatly  increased,  and  that  many  of  them  have  been 
introduced  because  they  are  specially  adapted  for  the  discovery  of 
minute  traces  of  this  substance.  It  is  undoubtedly  the  case  that 
several  of  these  tests  are  difficult  of  application,  and  are  open  to 
the  objection  that  they  produce  changes  in  the  urine  which  are 
not  necessarily  dependent  on  the  presence  of  albumen.  The 
effects  they  produce  are  therefore  liable  to  erroneous  interpreta¬ 
tion,  and  by  their  use  alone,  without  confirmatory  evidence  from 
other  tests,  albumen  may  be  supposed  to  exist  in  urine  which  is 
actually  free  from  it.  It  would  accordingly  be  an  advantage  if 
one  system  of  testing  were  invariably  adopted,  in  which  the  test 
employed  is  sufficiently  delicate  to  discover  small  quantities  of 
albumen,  and  is  at  the  same  time  free  from  the  objections  that 
have  been  referred  to.  "With  this  object  I  would  recommend  the 
invariable  adoption  by  the  medical  officers  of  the  company  of  the 
well-known  test  of  boiling  a  small  quantity  of  the  urine  in  a  test- 
tube,  then  adding  a  drop  or  two  of  concentrated  nitric  acid,  and 
again  boiling.  Without  the  certainty  that  this  or  some  other 
equally  satisfactory  test  has  been  employed,  it  is  often  very 
difficult  for  the  medical  adviser  of  the  company  to  be  satisfied  that 
a  sufficient  examination  of  the  urine  has  been  made,  and  that  the 
statement  that  there  is  no  albumen  or,  especially,  that  there  is  a 
trace  of  albumen,  is  justified.  On  the  understanding  that  the 
above  condition  is  fulfilled,  for  the  purpose  of  arriving  at  a  decision 
with  regard  to  the  eligibility  of  a  proposer  in  whose  urine  albumen 
has  been  discovered,  three  groups  of  cases  may  be  adopted — viz., 
(A)  in  which  the  urine  contains  a  large,  or  fairly  large,  quantity 
of  albumen  ;  (B)  in  which  the  urine  contains  only  a  small  quantity 
or  minute  trace  of  albumen,  associated  with  the  conditions  to  be 
afterwards  stated ;  and  (C)  in  which  the  urine  contains  a  small 
quantity  of  albumen  unassociated  with  any  distinct  evidence  of 
important  disorder  in  health. 

A.  The  urine  contains  a  large ,  or  fairly  large ,  quantity  of  albu¬ 
men. — If  the  precipitated  albumen  exceed  one-eighth  of  the  urine 
after  it  has  stood  at  rest  for  twenty-four  hours,  the  proposal  should 
be  rejected,  unless  there  exist  some  disease,  considered  to  be  tem¬ 
porary,  of  the  bladder  or  urethra,  when  the  decision  may  be 
deferred  until  recovery  from  the  temporary  disease. 

B.  The  urine  contains  a  smaller  quantity  than  one-eighth  of  albu¬ 
men. — The  proposal  should  be  rejected  if  there  be — (1)  Enlarge¬ 
ment  of  the  heart ;  (2)  increase  of  arterial  tension ;  (3)  increase  in 
the  quantity  of  urine,  to  the  extent  of  more  than  fifty  ounces  in 
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the  twenty-four  hours  ;  (4)  unduly  low  specific  gravity,  1010  being 
regarded  as  the  lowest  density  consistent  with  health — the  specific 
gravity  must,  however,  be  determined  only  in  a  sample  of  the 
mixed  urine  of  twenty-four  hours;  (5)  a  sediment  containing 
■epithelial,  fatty  or  granular  tube-casts;  (6)  with  increased  quan¬ 
tity  and  low  specific  gravity  of  urine,  a  sediment  containing 
hyaline  tube-casts  ;  (7)  dropsy,  or  a  history  of  dropsy,  within  the 
last  two  years ;  (8)  a  history  of  lead  poisoning,  or  the  existence  of 
conditions  rendering  this  form  of  poisoning  probable ;  (9)  a  history 
of  scarlet  fever  after  twelve  years  of  age  ;  or  (10)  evidence  of  gout 
or  of  syphilis,  or  a  history  of  these  diseases. 

C.  The  urine  contains  a  small  quantity  of  albumen,  unassociated 
with  any  evidence  of  important  disorder  in  health. — The  conditions 
stated  under  B  having  been  excluded,  in  the  present  state  of  know¬ 
ledge  regarding  this  group  of  cases,  it  does  not  appear  to  me 
prudent  to  adopt  any  other  course  except  the  following: — The 
urine  should  be  re-examined  on  two  or  three  consecutive  days,  the 
examined  urine  being  on  each  occasion  a  sample  of  the  total  urine 
of  the  twenty-four  hours,  mixed  together  ;  if  no  albumen  be  found 
on  any  of  these  subsequent  examinations,  the  proposal  might,  I 
think,  be  accepted  at  ordinary  rates ;  if  on  the  other  hand,  albu¬ 
men  is  discovered  on  any  of  the  subsequent  examinations,  the 
proposal  should  be  deferred  for  six  months,  when  an  examination 
on  the  above  plan  should  again  be  made. — Lancet,  April  19, 
1890,  p.  846. 

2. — ON  FUNCTIONAL  ALBUMINURIA. 

By  James  F.  Goodhart,  M.D.,  F.R.C.P.,  Physician  to,  and 
Lecturer  on  Pathology  at,  Guy’s  Hospital,  London. 

[We  reproduce  here,  in  somewhat  abbreviated  form,  the  substance 
of  the  first  of  two  Clinical  Lectures  on  Albuminuria.] 

The  present  lecture  is  the  outcome  of  an  impression  that  has 
been  slowly  condensing  in  me  within  the  last  few  years,  that 
functional,  physiological,  or  cyclic  albuminuria — whether  by  one 
of  these  or  any  other  name  we  know  the  disease — is  p  condition 
much  less  common  than  has,  I  think,  come  to  be  accepted.  For 
some  years  past  I  have  examined  the  urine  of  such  cases  as  have 
come  to  me,  in  as  many  individual  instances  as  possible,  whether 
men,  women,  or  children,  and  in  this  way  I  have  notes  of  examin¬ 
ations  of  some  1,500  individuals.  Albumen  has  been  noted  in  the 
urine  of  272  of  these,  that  is,  in  about  20  per  cent,  of  all  cases 
that  have  been  examined.  The  various  cases  fall  into  the  follow¬ 
ing  groups : 

Post-scarlatinal  and  acute  nephritis  . .  17 

Chronic  parenchymatous  nephritis. .  ..  30 

Albuminuria  with  phthisis  . .  . .  8 


124 


MEDICINE  AND  THERAPEUTICS. 


The  granular  kidney 
Congestive  albuminuria 
Secondary  albuminuria — cardiac,  etc. 
From  calculus  in  the  kidney 
Pyelitic  albuminuria 
Pyrexial  albuminuria 
Diphtheritic  albuminuria  . . 

Acute  alcoholic  albuminuria 
The  albuminuria  of  anaemia 
With  glycosuria 
With  haematuria 

Albuminuria  without  obvious  disease 
Undetermined 
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12 
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15 

13 
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8 

IT 

39 

5 


272 

Many  of  these  headings  may  be  allowed  to  explain  themselves :: 
others  require  a  note  of  explanation.  The  first  of  these  is  the 
albuminuria  that  so  frequently  goes  with  phthisis.  Many  of  such 
are  due  to  lardaceous  disease  and  a  consecutive  chronic  parenchy¬ 
matous  nephritis  ;  others,  less  frequent,  are  due  to  tubercular  dis¬ 
ease  of  the  kidney,  and  causes  such  as  this  require  no  comment. 
Put  some  are  thought  to  be  dependent  upon  some  degenerative 
changes  in  the  epithelial  elements  of  the  kidney  from  disease  of 
and  deficient  action  in  the  lung ;  and  if  this  explanation  be  in 
any  way  true,  then  the  change  may  possess  an  interest  of  its  own, 
to  which  special  attention  will  be  directed  presently. 

As  regards  what  I  have  called  congestive  albuminuria,  all 
secondary  albuminurias  are  of  course  congestive ;  but  by  no  means 
uncommon  in  a  group  of  cases  where  a  bulky  man  or  woman  com¬ 
plains  of  a  certain  amount  of  ill  health,  and  it  is  found  that  they 
eat  and  drink  too  much,  they  take  no  exercise,  very  possibly  have 
gouty  antecedents,  they  have  a  congested  state  of  the  capillaries 
of  the  face,  short  breath,  and  are  fat  and  unhealthy  looking.  The 
urine  of  such  as  these  is  often  of  high  specific  gravity,  and  con¬ 
tains  a  little  albumen.  Give  these  people  periodical  purges,  diet 
them,  and  make  them  live  altogether  more  according  to  natural 
law,  and  the  albumen  disappears. 

Of  pyelitic  albuminuria  1  will  only  say  that  one  might  be  sur¬ 
prised  to  find  how  much  albumen  a  pyelitis  may  produce  in  the 
urine.  The  albuminuria  of  pyrexia  and  that  of  diphtheria  are  well 
known ;  the  former  has  a  present  interest,  because  it  may  very 
possibly  be  a  functional  condition.  Acute  alcoholic  albuminuria  is 
another  group  of  the  same  kind,  and  of  which  I  have  seen  several 
cases.  The  last  that  I  remember  was  a  man  whom  I  saw  with  my 
friend  Mr.  Wornum.  He  was  in  a  semicomatose  condition  from 
morphine  and  whisky,  and  his  urine  was  nearly  solid  when  boiled,, 
from  the  albumen  that  it  contained.  He  was  vigilantly  nursed, 
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and  his  allowance  of  alcohol  much  curtailed,  and  within  a  very 
few  days  the  albumen  had  all  disappeared  from  the  urine.  The 
albuminuria  of  the  ansemic  in  like  manner.  Many  of  us  must 
have  met  with  cases  of  this  sort,  where  the  ansemia  has  preceded 
the  albuminuria,  and  the  visceral  conditions  in  anaemia  are  such 
that  abnormal  transformations  of  various  kinds  might  readily 
explain  the  appearance  of  albumen  in  the  urine. 

Lastly,  there  are  the  cases  of  albuminuria  with  glycosuria. 
These  have  been  explained  by  the  injury  done  to  the  epithelial 
coating  of  the  secreting  structure  by  the  passage  of  large  quanti¬ 
ties  of  water.  This  may  be  the  correct  interpretation  of  some 
cases,  but,  to  my  mind,  it  is  too  mechanical  to  account  for  the  fre¬ 
quency  with  which  uric  acid,  glycosuric,  and  albumen  storms  run 
together  or  alternate  with  each  other.  It  seems,  therefore,  that 
if  the  various  groups  of  cases  due  to  acknowledged  disease  he 
appealed  to,  a  large  body  of  evidence  may  he  adduced  to  show  the 
reasonableness  of  the  idea  that  functional  albuminuria  is  a  common 
occurrence. 

But  such  cases  as  those  just  alluded  to  are  not  those,  so  far  as 
I  know,  that  have  been  appealed  to  in  support  of  the  existence  of 
a  functional  albuminuria ;  so  we  must  now  turn  to  those  other 
cases  of  albuminuria  which  cannot,  in  even  this  restricted  sense, 
"be  said  for  certain  to  he  due  to  disease  of  the  kidney,  and  from 
which  the  main  argument  is  drawn.  My  cases  number  in  all 
thirty-nine,  twenty-six  males  and  thirteen  females,  twenty-seven 
being  under  30  and  five  others  under  40.  I  think  there  is  some¬ 
thing  in  this  disproportion  between  males  and  females.  Excess  of 
mucus  in  women  sometimes  gives  a  little  trouble.  In  many  such 
cases  there  is  a  doubt  whether  there  may  not  be  a  minute  trace  of 
albumen,  but  no  distinct  ring  or  cloud  is  produced  by  the  tests 
for  serum  albumen,  and  I  always  pass  these  by  as  common  occur¬ 
rences  in  female  urine,  and  a  part  of  this  excess  of  mucus.  The 
observations  that  have  been  made  vary  considerably  for  each  case. 
In  as  many  cases  as  possible  when  albumen  has  been  present  in 
the  urine,  I  have  written  to  the  medical  man,  or  occasionally  had 
specimens  of  the  morning  urine  sent  to  me  for  several  days 
running.  In  nearly  all  cases — thirty-two  out  of  thirty-nine — it 
was  quite  temporary,  and  in  most  it  had  disappeared  within 
forty-eight  hours  or  sooner.  In  looking  over  my  cases  these  points 
strike  me  :  that  two  probably  find  an  explanation  in  an  excess  of 
oxalates  in  the  urine  ;  in  two  others — and  I  am  sure  I  have  seen 
others  of  a  similar  kind — the  urine  was  highly  concentrated,  but 
precipitated  a  quantity  of  albumen  as  well  as  crystals  of  nitrate  of 
urea.  This  is  an  important  point  in  treatment,  for  many  people, 
and  children  in  particular,  do  not  get  nearly  enough  fluid  in  the 
twenty-four  hours,  and  are  out  of  health  in  consequence.  This 
condition  is  allied  to  the  temporary  albuminuria  of  gouty  people, 
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and  also  to  the  congestive  group  already  mentioned.  In  another 
case  the  earlier  history  was  one  of  hsemoglobinuria.  Then  come 
the  cases  in  which  the  urine  of  women  becomes  faintly  albuminous 
from  leucorrhceal  discharges,  and  of  males  in  like  manner  from 
admixture  with  fluids  from  the  genital  passages,  either  seminal  or 
prostatic.  In  eight  cases  this  holds  good,  and  I  think  that  Dr. 
Moxon’s  observations  and  inferences  in  this  field  are  true.  Then 
there  is  another  large  group  of  cases  (seventeen  in  number)  asso¬ 
ciated  with  a  markedly  neurotic  temperament.  This  is  no  expla¬ 
nation  ;  nevertheless  I  was  struck,  as  I  looked  over  my  notes,  to 
see  how,  with  no  bias  and  no  idea  of  definite  purpose  at  the  time 
the  notes  were  made,  it  is  stated  that  the  patient  is  highly  nervous, 
or  has  betrayed  some  pronounced  fault  of  nervous  action,  and  this, 
I  think,  most  so  in  those  cases  which  have  proved  the  most  typical 
cases  of  intermittent  albuminuria. 

What  the  exact  meaning  of  this  association  of  the  neurotic 
temperament  with  albuminuria  may  be,  and  in  what  way  the 
symptom  is  produced  are  questions  difficult  to  answer.  Several 
suggestions  might  be  made.  It  is  possible  that  some  may  bo 
oxaluric  from  a  neurasthenic  dyspepsia.  It  is  possible  that  there 
might  occur  some  visceral  flux,  comparable  to  that  which  takes 
place  and  is  so  well  known  about  the  surface  of  the  head  and 
neck  and  hands  of  the  neurotic  woman.  I  will  even  go  further 
and  say  it  is  probable  that  surface  and  deep  parts  suffer  together 
under  such  circumstances  ;  and  it  would  seem  not  unlikely  that  a 
condition  which  subjects  the  circulation  of  the  skin  to  alterations 
so  rapid  as  to  determine  an  instantaneous  sweating,  as  is  the  case 
in  many  of  these  neurotics,  would,  if  the  viscera  suffer  in  any 
similar  fashion,  be  a  cause  of  some  temporary  stress  to  them. 

But  within  this  group  of  neurotic  albuminurics  not  only  are 
there  oxalurics,  but  there  are  cases  where  the  abnormal  constituent 
is  derived  from  the  urinary  passages.  Some  people  have  described 
a  disease  “  spermatorrhoea.”  There  is  no  such  malady.  What  has 
"been  thus  called  is  a  physiological  condition  in  the  chaste  ;  in 
some  more,  in  some  less,  and  more  or  less,  in  some  measure, 
depending  upon  the  u  tone  ”  of  the  individual,  but  present  more 
or  less  in  all  healthy,  continent  men ;  it  is  only  a  disease  in  the 
mind  of  the  quack ;  but  I  have  no  doubt  that  candidates  who  have 
been  working  hard  for  the  public  examinations — many  anxious 
nervous  men,  many  whose  nervous  structures  are  easily  excited  to 
discharge  themselves — supply  in  this  manner  a  proportion  of  these 
functional  albuminurias. 

But,  however  all  this  may  be,  this  association  of  some  fault  of 
nervous  action — this  state  of  nervous  erethism,  shall  we  call  it? — 
with  the  production  of  an  albuminuria  that  is  not  due  to  nephritis, 
is  a  feature  to  my  mind  of  great  interest,  because  it  harmonises 
with  the  observations  made  years  ago  by  Dr.  Clifford  Allbutt,  and 
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the  truth  of  which  many  can  supply  evidence  of  in  their  own 
experience,  that  the  granular  kidney  seems  sometimes  to  owe  its 
origin,  or  date  its  existence  from  some  period  of  anxiety  or  worry. 
I  may  also  refer  to  the  observations  of  Dr.  Broadbent  on  similar 
lines  that  an  increase  of  tension  of  the  pulse  is  to  be  met  with  in 
certain  states  of  nervous  excitement,  in  hysteria,  and  other  diseases 
of  the  brain  and  spinal  cord.  Observations  of  this  kind  seem  to 
suggest  that  the  temporary  albuminuria  of  the  neurotic  may  pos¬ 
sibly  furnish  examples  of  the  beginnings  of  insidious  changes  in 
the  kidney,  which  however  innocent  at  their  commencement,  if 
unchecked,  may  have  a  serious,  even  if  remote,  ending. 

Such,  then,  have  been,  in  my  experience,  the  main  groups  of 
“functional”  albuminuria;  and  I  may  remark  in  passing,  that  Dr. 
Ralfe  also  has  observed  that  many  of  these  cases  are  found  in 
nervous  subjects.  But  there  are  a  few  exceptional  cases — I  should 
say  they  were  quite  the  exception — where  the  health  is  apparently 
perfect. 

And  here  I  would  note  two  occasional  features  of  Bright’s 
disease,  which  may  well  make  us  cautious  in  predicting  its 
absence :  First,  the  change  of  clinical  type  that  is  by  no  means 
uncommon  in  children,  both  in  acute  and  chronic  disease.  I 
think  that  the  course  or  clinical  type  of  the  various  forms  of 
nephritis  is  perhaps  more  regular  in  adults  ;  but  in  childhood,  at 
any  rate,  it  is  not  so  very  unusual  to  find  acute  nephritis  run  its 
course  without  any  dropsy  from  beginning  to  end  ;  and  perhaps 
less  common  to  find  chronic  nephritis  where  no  one  would  have 
suspected  renal  disease  had  the  urine  not  been  examined.  I  have 
seen  two  very  remarkable  cases  of  this  kind,  but  I  shall  give 
them  in  detail  in  the  next  lecture  when  I  come  to  speak  of  the 
vagaries  of  renal  disease.  On  the  other  hand,  I  have  met  with 
two  cases  of  chronic  parenchymatous  nephritis  associated  with 
dropsy  in  children  of  4  or  5  years  of  age,  where  the  disease, 
remaining  stationary  for  some  months,  and  the  child’s  general 
condition  having  even  degenerated,  and  when  we  had  even  begun  to 
give  up  hope,  a  turn  occurred,  and  the  symptoms  disappeared  so 
rapidly  that  I  was  compelled  to  ask  myself  how  it  was  possible 
for  any  advanced  nephritis  to  exist  such  as  I  had  supposed.  This 
question  has,  indeed,  an  interest  apart  from  the  one  of  albuminuria, 
for  the  matter  of  treatment  is  to  some  degree  dependent  upon  the 
doubts  to  which  it  gives  rise. 

But  I  would  not  dismiss  the  subject  quite  yet,  for  there  are 
facts  which  do  admit  of  the  explanation  implied  in  the  term 
“  functional  ”  albuminuria,  although  I  am  far  from  thinking  that 
they  admit  of  no  other.  The  curious  intermission  in  the  output  of 
albumen  is  one  of  these.  The  suddenness  with  which  albumen 
will  come  and  go  is  such  that  one  may  well  find  a  difficulty  in 
attributing  it  to  local  conditions,  and  least  of  all  to  anything 


128 


MEDICINE  AND  THERAPEUTICS. 


inflammatory,  for  no  inflammation  per  se  could  explain  it.  Then 
I  have  already  alluded  to  the  occasional  occurrence  of  an  alterna¬ 
tion  of  albumen  storms  of  this  kind  with  uric  acid  storms ;  and  I 
am  not  sure  that  the  frequent  coexistence  of  albuminuria  and 
glycosuria  does  not  point  in  the  same  direction.  Such  cases  do 
rather  suggest  the  sudden  unlocking  of  abnormal  metabolic  pro¬ 
cesses,  which  to  some  minds  might  seem  to  afford  the  better 
interpretation.  But,  on  the  other  hand,  intermission  of  the  output 
of  albumen  is  a  well-known  feature  in  many  a  pronounced  case  of 
nephritis ;  and,  if  we  consider  the  matter,  intermission  is  not  worth 
much  as  an  evidence  against  the  existence  of  nephritis,  for  most 
diseases,  even  those  due  to  structural  change,  are  remittent 
more  or  less.  There  are.  oscillations  in  pathological  processes  and 
formations,  as  much  as  there  are  in  the  normal  body  heat,  for 
example,  notwithstanding  that  our  power  of  gauging  them  is  less 
or  nil;  as  much  as  there  are  intermissions  of  all  visceral  function. 
All  Nature  sleeps  or  ebbs  and  flows,  and  pathology,  although 
abnormal,  is  yet  within  the  bounds  of  life.  And  it  is  no  unphysi- 
ological  vision  this  of  the  diseased  kidney  with  its  times  of  sleep 
and  activity,  be  they  but  faradaic  current-like,  and  these  oscilla¬ 
tions  of  activity  and  repose  must  be  determined  immediately  by 
the  local  circulatory  condition  which  in  its  turn  depends  upon 
that  of  the  entire  organism. 

Such,  then,  are  some  of  the  arguments  for  and  against  a  physio¬ 
logical  albuminuria.  To  sum  up :  in  the  various  ways  I  have 
mentioned,  through  congestion  of  the  viscera,  over-concentration 
of  the  urine,  oxaluria,  hemoglobinuria,  the  admixture  of  albumi¬ 
nous  products  in  the  lower  passages,  after  the  urine  has  passed  the 
secreting  structure — and  how  much  albumen  may  thus  be  exuded 
let  many  a  case  of  pyelitis  bear  witness — a  large  proportion  of  the 
cases  of  albuminuria  “  adolescent,”  “  functional,”  u  physiological,” 
fey  whatever  name  we  know  it — comes  about.  Some  of  these, 
and  most  of  the  remainder,  are  included  in  another  group  which  I 
will  call  the  albuminuria  of  the  neurotic,  the  direct  cause  of  which 
is  open  to  question,  but  which,  if  on  the  one  hand  they  can  be 
attributed  to  functional  conditions  of  no  great  moment  to  the 
health  of  the  individual,  on  the  other  are  equally  well  explicable 
by  the  disturbed  conditions  of  the  circulation  which  have  been 
brought  about  by  nervous  influence.  And  such  conditions  may  be 
but  the  first  commencement  of  chronic  disease,  for  cases  are  not 
wanting  to  suggest  that  this  is  really  the  case  in  some  instances. 

In  my  experience  the  few  other  cases  of  intermittent  albumin¬ 
uria  that  I  have  seen  have  been  so  persistent  that  there  seems  to 
me  sufficient  ground  for  their  being  regarded  with  grave  suspicion 
as  cases  of  actual  nephritis. 

My  rule  of  practice,  therefore,  is  this  :  if  a  case  presents  itself 
for  examination,  and  albumen  be  found  in  the  urine,  it  is  a  case 
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for  further  investigation.  If  it  he  in  a  young  person,  and  the  ob¬ 
servation  has  been  made  on  the  early  morning  urine,  the  albumen 
will  probably  have  disappeared  at  the  next  examination,  or  within 
a  very  short  time,  and  it  is  a  condition  of  no  importance.  If  the 
albuminuria  is  in  any  quantity,  and  its  presence  persistent  or  its 
reappearance  frequent,  it  must  be  regarded,  to  use  Dr.  Gairdner’s 
apt  expression,  as  a  danger  signal  to  be  watched,  and  for  my  own 
part  I  believe  that  some  of  these  cases,  at  any  rate,  are  due  to  an 
irregularly  distributed  nephritis. 

On  the  whole,  I  consider  that  the  terms  “  functional  ”  and 
“  physiological  ”  have  little  warrant  when  applied  to  albuminuria, 
and  ought  to  be  discarded,  but  that  “  intermittent  ”  might  well  be 
retained ;  for  although  intermittency  is  by  no  means  wholly  ab¬ 
sent  in  cases  of  pronounced  nephritis,  it  may  serve  to  distinguish  a 
group  of  cases  about  which  it  may  still  be  said  that  some  uncer¬ 
tainty  exists. — British  Medical  Journal ,  May  17,  1890,  p.  1121. 


3.— ON  THE  TREATMENT  OF  CYSTIC  GOITRE,  RANULA, 
AND  OTHER  CYSTS  WITH  CHROMIC  ACID. 

By  Edward  Woakes,  M.D.,  Senior  Aural  Surgeon  to  the 

London  Hospital. 

The  method  of  treating  certain  cysts  advocated  in  this  paper 
was  suggested  to  me  by  the  following  experience.  About  six 
years  since  I  had  under  treatment  a  woman,  aged  fifty,  for  fibro¬ 
cystic  goitre  involving  the  right  lobe  of  the  thyroid  body.  The 
cyst,  which  extended  to  within  an  inch  of  the  angle  of  the  jaw,  had 
been  tapped  and  injected  with  concentrated  solution  of  tannin,  with 
the  result  of  securing  apparent  obliteration  of  the  cavity.  She 
continued  under  occasional  observation  while  the  fibrous  portion  of 
the  tumour  was  dealt  with,  when,  after  an  interval  of  some  months, 
it  became  apparent  that  the  cyst  was  re-filling.  In  the  course  of  a 
few  weeks  the  contents,  consisting  of  a  thin  purulent  fluid,  found 
an  exit  through  the  cicatrix  left  after  the  original  tapping,  with 
the  consequent  formation  of  a  sinus,  through  which  the  ordinary 
offensive  fluid,  continually  issued.  Thus  was  established  the  exact 
nuisance  which  the  method  originally  adopted  was  designed  to 
obviate.  The  difficulty  of  treating  the  cyst  through  the  sinus  was 
increased  by  the  fact  that  during  the  lengthened  absences  of  the 
patient,  a  portion  of  its  now  tortuous  course  passed  through  recently 
formed  and  still  growing  hypertrophic  gland  tissue.  Under  these 
circumstances  I  adopted  the  plan  of  passing  a  probe,  previously 
dipped  for  three  inches  of  its  length  into  a  saturated  solution  of 
chromic  acid,  through  the  sinus  into  the  cyst  cavity.  This  was 
done  several  times  in  three  successive  weeks,  when,  after  an  interval 
of  non-atteijdance  of  some  five  weehs’  duration,  I  was  surprised  to 
see  a  brown,  tough  material  protruding  from  the  wound.  Traction 
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on  this  drew  out  a  rolled-up  mass  of  the  same  substance,  which 
when  spread  out  had  the  appearance  of  leather,  and  was  about  the 
size  of  the  palm  of  one’s  hand.  It  was  undoubtedly  the  wall  of 
the  cyst,  altered  and  probably  destroyed  by  contact  with  the 
chromic  acid,  and  thereafter  got  rid  of  as  described.  This  unique 
specimen,  preserved  in  spirit,  is  now  in  my  possession.  Needless 
to  state  that  after  this  deliverance  the  cystic  part  of  the 
trouble  was  ended.  The  enlarged  isthmus  and  right  lobe  of  the 
thyroid  body  required  a  period  of  further  treatment,  but  ultimately 
recovered.  It  should  be  understood  that  no  such  extrusion  of  a 
well-formed  cyst  wall  occurred  in  any  subsequent  case  treated  on 
the  basis  furnished  by  that  just  recorded  —a  divergence  due  no 
doubt  to  the  improvement  in  the  method  of  using  chromic  acid 
adopted  as  the  outcome  of  this  first  crude  experiment.  In  fact,  the 
original  cyst  wall  in  the  foregoing  case  had  been  converted  into  a 
pyogenic  membrane  by  the  early  treatment,  and  this,  being  deprived 
of  its  vitality  by  the  action  of  chromic  acid,  was  at  a  later  period 
cast  off  by  the  adjacent  healthy  tissues. 

Shortly  after  the  conclusion  of  the  preceding  case — that  is,  in 
October,  1884, — a  very  similar  one  as  regards  situation  and  size 
occurred  in  the  person  of  a  younger  woman  aged  thirty.  I  had 
not  at  this  time  realised  sufficient  confidence  in  the  use  of  chromic 
acid,  so  proceeded,  as  in  the  former  instance,  to  tap  and  inject 
solutions  of  tannin.  The  purulent  contents  were  evacuated  on  the 
fourth  day.  No  attempt  at  adhesion  or  even  of  diminution  of  the 
cavity  followed ;  the  cyst  was  simply  changed  into  an  abscess, 
which  discharged  through  the  trocar  wound.  As  no  sign  of  im¬ 
provement  was  apparent  after  three  weeks,  a  cannula  (without  the 
trocar)  was  reintroduced,  and  the  cavity  carefully  emptied  of  its 
contents.  Instead  of  the  probe  dipped  in  acid  and  passed  through 
a  sinus,  it  was  now  practicable  to  introduce  it  through  the  cannula. 
This  was  done  by  means  of  the  “acid  carrier,”  an  instrument  which 
holds  a  definite  quantity  of  the  fluid  at  its  distal  end,  and  enables 
the  operator  to  apply  the  acid  directly  to  the  boundaries  of  the 
cavity.  This  being  done,  the  patient  was  directed  to  keep  her  bed, 
and  to  apply  ice  if  any  trouble  followed.  Nothing,  however, 
occurred,  and  at  the  end  of  a  week  adhesion  was  complete.  There 
has  been  no  return  of  the  cyst  since. 

In  the  third  case,  also  a  female,  there  existed  fibro-cystic  enlarge¬ 
ment  of  the  left  lobe.  Supported  by  the  foregoing  experiences,  it 
was  resolved  to  treat  this  case  solely  with  the  chromic  acid.  The 
cyst  was  tapped  with  the  trocar  and  cannula,  and  when  empty, 
without  withdrawing  the  latter,  the  “carrier”  charged  with  chromic 
acid  was  introduced  through  it,  and  applied  directly  to  the  cyst 
wall.  On  the  fourth  day,  the  wound  being  still  open,  although  the 
tumour  was  shrinking  satisfactorily,  it  was  deemed  desirable  to  in¬ 
troduce  more  acid,  which  was  done  without  the  intervention  of 
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the  cannula.  This  was  probably  an  unnecessary  precaution,  as  the 
cyst  disappeared  from  this  time,  and  the  wound  healed  rapidly. 

The  next  case  came  under  treatment  in  the  early  part  of  1889, 
The  patient  was  a  male  aged  thirty.  Inasmuch  as  a  second  cyst 
appeared  at  a  widely  distant  part  of  the  goitre  from  that  first 
treated,  it  may  be  regarded  as  furnishing  two  examples  of  this 
method  of  dealing  with  cysts.  The  right  lobe  was  dense  and 
fibrous,  whilst  a  small  but  prominent  cyst  occupied  the  middle  line, 
and  was  clearly  connected  with  the  isthmus  of  the  thyroid  body. 
It  was  tapped,  when  about  six  drachms  of  clear  straw-coloured 
fluid  escaped.  The  acid  was  then  applied  exactly  as  in  the  pre¬ 
ceding  case.  The  wound  was  closed,  and  the  patient  kept  in  bed 
for  three  days  by  way  of  precaution.  There  was  absolutely  no 
symptom,  and  at  the  end  of  a  week  no  trace  of  the  cyst  could  be 
detected.  After  an  interval  of  a  month  the  patient  returned  for 
treatment  of  the  hypertrophied  right  lobe,  when  a  second  cyst  was 
observed  on  the  outer  border  of  the  tumour,  just  above  the  clavicle. 

Although  fluctuation  was  distinct  the  amount  of  fluid  was  small, 
and  the  swelling  formed  by  it  was  rather  broad  than  prominent. 
It  was,  however,  tapped,  when  two  drachms  of  fluid  escaped,  and 
was  followed  by  rather  free  bleeding.  On  cessation  of  the  latter 
the  acid  was  introduced  as  before.  The  wound  healed  at  once,  but 
the  cavity  refilled  very  rapidly,  owing,  as  it  seemed,  to  the  acid 
having  been  neutralized  by  the  blood  remaining  in  the  cavity  before 
reaching  its  boundaries.  The  operation  was  repeated  after  a  few 
weeks,  with  the  result  of  securing  an  equally  rapid  obliteration  of 
the  second  cyst,  as  was  witnessed  in  that  connected  with  the 
isthmus.  So  complete  was  the  disappearance  of  this  cyst  that 
its  former  site  was  selected  on  account  of  its  accessibility — outside 
the  edge  of  the  clavicular  portion  of  the  sterno-mastoid  muscle — 
for  introducing  the  needle  of  the  hypodermic  syringe  in  the  later 
treatment  of  the  fibrous  portion  of  the  disease  by  means  of  injec¬ 
tions  of  tincture  of  iodine.  The  negative  results  of  the  first 
operation  due  to  the  presence  of  blood  in  the  cavity  needs  only  to 
be  recalled  to  suggest  its  proper  lesson. 

Some  twelve  monrhs  previously  to  the  attendance  of  the  last 
related  case,  in  1888  a  young  butcher,  aged  twenty,  presented  him¬ 
self  at  the  out-patient  clinic  of  the  London  Throat  Hospital  for  the 
treatment  of  a  large  ranula.  This  occupied  the  right  side  of  the 
floor  of  the  mouth,  nearly  filling  that  cavity,  and  further  projected 
below  the  jaw  on  this  side,  as  a  large  elastic  swelling  the  size  of  a 
hen’s  egg.  The  case  had  been  already  under  treatment  in  a 
provincial  hospital,  where  on  two  occasions  portions  of  mucous 
membrane  had  been  excised  with  the  usual  unsatisfactory  ex¬ 
perience.  No  sooner  did  the  wound  heal  than  the  swelling  returned. 
Under  these  circumstances  the  remarkable  efficacy  of  chromic  acid 
in  bringing  about  the  abortion  of  those  cysts  to  which  I  had 
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hitherto  applied  it  naturally  occurred  to  me,  and  it  appeared  justi¬ 
fiable  to  adopt  a  similar  course  in  the  present  instance.  Accordingly 
a  small  incision  was  made  in  the  most  prominent  portion  of  the 
tumour  in  the  mouth,  and  through  it  the  thick  gelatinous  contents 
were  carefully  evacuated.  There  was  no  bleeding.  Explored  with  a 
blunt  probe,  the  cavity  was  found  to  extend  under  the  tongue 
almost  to  the  opposite  jaw.  The  wound  gaped  freely,  and  allowed 
the  carrier  charged  with  solution  of  chromic  acid  to  be  applied  to 
its  inner  surface.  Probably  not  more  than  five  drops  of  the  solu¬ 
tion  were  thus  introduced.  The  patient  was  put  to  bed — a 
precaution  which  again  proved  unnecessary,  as  no  sign  of  irritation, 
either  local  or  general,  followed.  At  the  end  of  a  week  there  was 
no  trace  of  swelling  or  enlargement  of  any  kind.  It  was  possible, 
however,  to  introduce  a  probe,  with  some  persuasion,  for  a  short 
distance  into  the  wound  ;  all  beyond  this  point  was  firmiy  ad¬ 
herent.  Although  probably  a  superfluous  proceeding,  it  was  deemed 
expedient  to  reapply  the  acid  to  this  sinus,  after  which  it  rapidly 
healed  over,  every  trace  of  the  disease  having  disappeared  in  less 
than  a  fortnight  from  the  commencement  of  the  treatment.  Some 
two  or  three  weeks  later  the  patient  returned  for  inspection.  He 
was  then  quite  well,  and  has  since  remained  so. 

Whether  the  treatment  of  ranula  by  chromic  acid  has  been, 
adopted  by  others  either  before  or  since  the  occurrence  of  the  case 
just  quoted,  is  unknown  to  me,  but  if,  as  I  have  reason  to  believe, 
this  plan  should  prove  to  be  a  new  departure,  I  am  aware  of  the 
fact  that  one  successful  example  is  insufficient  evidence  on  wThick 
to  recommend  any  new  method  of  treatment.  Certainly,  this 
instance  is  not  introduced  here  with  any  such  intent,  but  rather 
with  the  hope  that  it  may  convey  a  serviceable  suggestion  to  some 
member  of  the  profession  whose  experience  of  the  disease,  when 
treated  on  the  ordinary  lines,  may  have  proved  unsatisfactory 
and  disappointing. 

Regarding  the  precise  action  of  chromic  acid  on  the  walls  of  cysts, 
or  indeed,  on  living  organised  tissues  generally,  it  does  not  appear 
that  any  very  exact  evidence  exists.  Repeated  observation  points 
to  the  complete  and  rapid  amalgamation  between  the  tissues  and 
the  acid  itself,  to  such  an  extent  that  thereafter  neither  the  one  nor 
the  other  retains  its  former  physical  characters.  This  is  especially 
the  case  with  the  acid,  and  constitutes  its  chief  recommendation 
for  the  uses  to  which  it  is  usually  put,  and  which  uses  appear  to  be 
by  no  means  exhausted.  Should  my  experience  in  the  direction 
indicated  in  this  paper  meet  with  corroboration,  it  does  not  seem  im¬ 
probable  that  the  ingenuity  of  surgeons  working  in  a  wider  field 
than  mine  may  find  in  it  a  useful  substitute  for  more  heroic  methods, 
when  the  object  sought  is  to  bring  about  the  obliteration  of  cavities, 
the  chief  obstacle  to  which  is  the  secretory  proclivities  of  their 
limiting  walls. — Lancet ,  June  21,  1890,  p.  1350. 


MEDICINE  AND  THERAPEUTICS.  13^. 

4.— A  FURTHER  NOTE  ON  THE  POSSIBILITY  OF  CURING 

MYXCEDEMA. 

By  Victor  Horsley,  B.S.,  F.R.S.,  London. 

On  February  8th,  1890,  I  put  forward  the  suggestion  in  the 
British  Medical  Journal,  p.  287,  that  attempts  to  relieve  the 
conditions  known  as  myxcedema  and  sporadic  cretinism  ought  to 
be  made  by  transplanting  healthy  thyroid  tissue  into  the  victims 
of  these  diseases.  The  justification  of  this  procedure  rested  on 
the  remarkable  experiments  of  Schiff  and  von  Eisselsberg. 

I  only  became  aware  in  April,  1890,  that  this  proposal  had  been 
in  effect  forestalled  in  1889  by  Dr.  Bircher,  in  Aarau.  In  No. 
357  of  the  Sammlung  klinischer  Vortage,  Dr.  Bircher  gives  an 
account  of  myxcedema  and  cretinoid  degeneration,  his  paper  being 
published  on  March  5th,  1890.  This  is  not  the  occasion  to  discuss 
Dr.  Bircher’s  views  on  the  subject  in  general,  although  they  do 
not  altogether  harmonise  with  those  generally  held  in  this  country, 
but  I  wish  to  draw  attention  to  the  valuable  results  he  obtained  by 
the  transplantation  method  in  a  case  of  operative  myxcedema,  or 
as  it  was  originally  named  by  Prof.  Kocher,  “  cachexia  strumipriva.” 

On  page  3404  (12  of  the  reprint),  Case  No.  5,  he  describes  the 
onset  of  acute  myxoedema  (as  I  have  termed  it)  in  a  female  patient 
from  whom  unintentionally  the  whole  thyroid  gland  was  removed. 
Severe  myxoedema  (cachexia  strumipriva)  resulting,  Dr.  Bircher, 
on  January  16th,  1889,  transplanted  into  the  abdominal  cavity  a 
portion  of  apparently  (ziemhch)  normal  thyroid  tissue  from  a  goitre.. 
The  effect  of  this  operation  was  to  produce  a  very  marked  improve¬ 
ment,  so  that  the  patient  wras  enabled  to  return  to  work,  and  the 
myxoedematous  symptoms  in  great  measure  disappeared,  only  the 
condition  of  the  skin  suggesting  the  persistence  of  the  malady. 
Three  months  later,  however,  it  became  evident  that  the  trans¬ 
planted  piece  of  thyroid  had  atrophied,  as  the  myxoedema  again 
showed  itself  and  progressed.  A  second  transplantation  was  made, 
and  again  an  improvement,  and  this  time  greater,  resulted,  as  the 
patient  recovered  for  nine  months,  even  menstruation  returning 
after  amenorrhcea  had  persisted  for  over  a  year.  At  the  present 
time  the  symptoms  have  recurred  slightly,  but  the  beneficial  effect 
of  the  operation  was  thus  undubitably  established. 

Professor  Kocher  most  kindly  wrote  to  me  (May  19th  and  31st 
1890)  and  informed  me  that  he  attempted  to  obtain  the  same  result 
as  early  as  1883,  by  transplanting  a  small  portion  of  the  gland 
freshly  excised  from  a  goitre,  but  the  graft  was  soon  absorbed. 
Hearing  of  Dr.  Bircher’s  case,  however,  Professor  Kocher  took  up 
the  subject  early  in  1889,  by  transplanting  in  two  cases  the  half 
of  a  thyroid  gland,  u  in  the  abdomen,”  fixing  it  to  the  wall  by 
sutures.  In  both  the  gland  was  “  aseptically  exfoliated  ”  after 
some  time.  In  three  cases  he  put  the  gland  loose  in  the  abdominal 
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cavity.  The  results  of  these  cases  Professor  Kocher  has  not  yet 
collected  nor  published,  but  he  has  already  learnt  that  one  patient 
has  greatly  improved  since  the  operation. 

Consideration  of  these  results  makes  it,  I  think,  abundantly  clear 
that  this  operation  should  be  always  performed  not  simply  in 
cachexia  strumipriva — which,  of  course,  with  our  later  knowledge 
of  the  function  of  the  thyroid  gland,  will  ultimately  disappear — 
but  also  in  myxoedema  and  sporadic  cretinism.  Whether  or  not  it  is 
better  to  transplant  thyroid  tissue  from  a  human  goitre  or  a  healthy 
gland  from  a  lower  animal,  as  I  suggested  in  my  first  note,  can 
only  be  decided  by  experience.  I  cannot  forbear  from  referring  to 
Ihese  facts,  as  tending  to  confirm  clinically  in  man  the  truth  of  the 
views  concerning  the  function  of  the  thyroid  gland  which  I 
advanced  five  years  ago,  and  which,  though  violently  attacked  by 
Munk,  have  received  confirmation  from  all  later  experimental 
observers. — British  Medical  Journal,  July  26,  1890,  p.  201. 


5. — ON  THE  CLINICAL  HISTORY  OF  GRA YES’S  DISEASE. 

By  J.  Russell  Reynolds,  M.D.,  F.R.S.,  Physician  in  Ordinary 

to  Her  Majesty’s  Household. 

[Some  observations  on  the  internal  and  external  conditions  of  cases 
as  to  sex,  age,  climatic  influences,  &c.,  are  not  reproduced  here.] 

The  term  “  Graves’  disease  ”  is  employed  in  this  paper  in  pre¬ 
ference  to  that  of  “exophthalmic  goitre,”  inasmuch  as  it  has  a 
wider  range  of  meaning,  and  connotes  three  sets  of  symptoms 
which  are  not  hinted  at  in  this  latter  term,  but  which  are  quite  as 
important  as  those  two  which  it  does  convey.  Moreover,  it  in¬ 
volves  no  theory  as  to  the  nature  of  the  connection  between  those 
symptoms,  nor  any  suggestion  as  to  their  relative  value  or  order  of 
sequence.  Prominence  of  eyeball  and  enlargement  of  the  thyroid 
body  have  been  in  many  cases  delayed  until  long  after  cardiac  or 
nervous  symptoms  have  been  developed,  and  become  urgent ;  so 
that  the  real  nature  of  the  malady  has  been  concealed,  and  its 
treatment  rendered  ineffective.  It  is  this  fact  which  has  led  me 
to  make  the  following  communication,  in  the  hope  that  its  perusal 
may  lead  to  an  earlier  recognition  of  the  true  nature  of  the  malady, 
and  so  further  to  its  treatment  at  the  time  when  such  treatment  is 
by  far  the  most  efficacious. 

During  the  past  four  years,  from  1886  to  1890, 1  have  made 
notes  of  forty-nine  cases,  which  have  come  under  my  care  in 
private  practice.  Graves’  disease  consists  essentially  in  the  com¬ 
bination  of  five  sets  of  symptoms — viz.,  (1)  disturbance  of  the 
circulation,  (2)  prominence  of  the  eyeballs,  (3)  enlargement  of  the 
thyroid,  (4)  derangement  of  the  nervous  system,  and  (5)  impair¬ 
ment  of  the  general  health.  The  amount  of  disturbance  in  these 
five  directions  varies  greatly,  sometimes  one  set  being  much  more 


MEDICINE  AND  THERAPEUTICS. 


135 


pronounced  than  the  others,  and  occasionally  one  or  two  being 
absent,  and  yet  the  nature  of  the  case  undoubted.  In  4  out  of  42 
cases  marked  symptoms  occurred  in  three  directions  only,  whereas 
■in  16  four  sets  of  symptoms  were  present,  and  in  21  cases  there 
was  the  combination  of  five ;  thus,  37  cases  were  very  complete 
examples  of  the  malady. 

1.  Circulation. — These  symptoms  were  in  very  many  cases 
initial,  and  in  some  they  continued  for  weeks  or  months 
before  any  other  disturbance  appeared.  They  consisted  of  (a) 
palpitation  in  the  cardiac  region,  almost  always  both  objective  and 
subjective,  frequently  extending  to  the  throat,  temples,  abdominal 
aorta,  and.  to  both  the  upper  and  lower  extremities.  The  impulse 
of  the  heart  was  felt  over  an  enlarged  area,  and  with  sufficient 
force  in  several  instances  to  shake  the  thorax,  and,  indeed,  the 
whole  body.  (6)  Distressing  sensations  of  “  more  than  beating, ” 
such  as  bursting,  faintness,  want  of  breath,  suffocation,  impending 
■dissolution,  “  giddiness,”  referred  to  the  “  thumping  in  the  head,” 
(i  confusion  ”  likewise  so  related,  also  “  noises  in  the  ears  ”  keeping 
time  with  the  pulsation,  (c)  Epigastric  distress  associated  in  time 
with  the  throbbing,  such  as  pain,  nausea,  sinking,  occasional 
retching  or  vomiting,  explosions  of  flatus,  rhythmic  and  most 
annoying  borborygmi,  and  the  like,  (d)  Frequency  of  pulsation  : 
In  every  case  there  has  been  increased  frequency,  and  in  only  two 
has  it  been  but  a  slight  symptom.  The  pulse  has  ranged  from  98 
to  160,  the  most  common  rate,  while  the  patient  was  sitting,  being 
from  110  to  118  or  120.  On  the  slightest  exertion,  such  as  rising 
from  a  chair  or  walking  even  slowly,  the  pulsations  become  too 
rapid  to  be  counted,  while  absolute  rest  in  the  recumbent  posture 
may  reduce  the  number  by  20  or  even  30  in  the  minute.  This  is 
especially  noticeable  when  the  rate  of  pulsation  is  very  high.  In 
the  man  to  whose  case  I  have  referred,  the  pulse  was  frequently 
from  140  to  150  or  160.  Emotion,  or  any  sudden  startling  sight, 
sound,  touch,  or  pain  will  quicken  the  pulse  almost  as  notably  as 
will  physical  exertion.  In  some  cases  the  pulse,  although  very 
rapid,  may  be  small  and  very  feeble  ;  even  when  full  and  throbbing 
it  is  often  easily  compressed,  while  in  almost  all  cases  the  beat 
has  been  at  the  time  of  observation  habitually  regular  both  in 
force  and  rhythm,  (e)  In  no  single  case  has  there  been  any  disease 
of  the  orifices,  or  of  their  valves,  or  of  the  substance  of  the  walls 
of  the  heart.  At  the  same  time  there  has  been  recognisable  but 
varying  size  of  the  heart’s  cavities,  and  in  feeble  women,  advanc¬ 
ing  in  years,  there  has  been  attenuation  of,  and  doubtless  degen¬ 
erative  changes  in,  the  cardiac  walls,  (f)  Murmurs  are  audible, 
in  at  least  two-thirds  of  the  cases,  at  the  base  of  the  heart  and  at 
the  second  cartilages,  right  and  left ;  and  in  the  supra-clavicular 
regions;  also,  occasionally  and  temporarily,  at  the  mitral  apex  of 
the  heart.  These  are  systolic  in  time,  and  either  hsemic  or 
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muscular  in  their  origin.  When  the  pulsation  is  very  vehement  a 
systolic  murmur  is  often  audible  over  the  whole  cardiac  region  and 
along  the  course  of  the  aorta.  ( g )  Venous  hum  has  been  present 
in  the  large  majority  of  cases.  It  has  varied  in  intensity,  character^ 
and  pitch  of  tone,  and  has  been  most  audible,  as  a  rule,  over  the 
right  clavicle.  However,  I  have  frequently  observed  it  in  the  left 
supra-clavicular  space  alon^  the  superior  longitudinal  sinus  and 
over  the  torcular  Herophili.  It  differs  in  no  way  from  the 
ordinary  “  hum  ”  of  anaemia. 

2.  Exophthalmos  was  absent  in  six  cases  but  present  in  all  the 
others.  It  was  the  only  absentee  in  five  out  of  the  six  cases ; 
while  in  the  sixth  the  other  failing  symptom  was  “  nervous  de¬ 
rangement.”  The  amount  of  prominence  varied  widely,  from 
slight  protrusion,  such  as  friends  had  scarcely  observed,  to 
deformity  that  was  quite  conspicuous  and  distressing.  Many  of 
the  patients  were  myopic,  but  they  had  been  so  before  the  malady 
commenced.  Only  three  or  four  complained  of  any  alteration  of 
sight,  and  all  that  they  noticed  was  “  some  mistiness,”  due  appa¬ 
rently  to  irritation  of  the  conjunctiva  from  the  contact  of  dust.  In 
all  but  three  cases  the  fundus  of  the  eye  was  pale,  but  presented 
no  other  departure  from  health.  In  three  cases  there  was  hyper- 
aemia  of  the  discs.  In  only  four  individuals — one  a  man — was  the 
sclerotic  visible  above  the  iris  when  patient  was  looking  downwards. 

3.  Goitre  was  present  in  every  case  but  one ;  its  degree,  how¬ 
ever,  varied  as  widely  as  did  that  of  the  exophthalmos.  There 
was  generally  enlargement  of  the  whole  organ,  but  principally  of 
the  lateral  lobes.  The  fulness  and  hardness  of  the  swelling 
varied  from  day  to  day,  but  almost  always  differed  in  direct  ratio 
with  the  frequency  of  the  pulse  and  the  fulness  of  the  eyeballs. 
In  a  small  number  of  cases  there  had  been  slight  goitre  for  several 
years  before  any  other  departure  from  health  was  recognised  ;  in 
a  larger  number  it  had  come  on,  together  with  exophthalmos, 
some  weeks  or  months  after  other  symptoms  (palpitation,  nervous 
distress,  anaemia)  had  set  in.  In  one  highly  marked  and  typical 
case  the  goitre  and  exophthalmos  did  not  appear  until  after  the 
patient  had  been  under  observation  for  twenty-two  months. 
When  sufferers  from  Graves’  disease  have  been  “  cutting  the 
wisdom-teeth  ”  I  have  often  observed  that  the  goitre  has  increased 
when  any  special  irritation  of  the  gums  has  arisen,  from  “cold  ”  or 
other  causes,  and  that  the  increase  has  passed  away  as  that  irrita¬ 
tion  has  been  reduced.  Vascular  murmur,  synchronous  with  the 
pulse,  is  sometimes  heard  in  the  enlarged  body,  but  this,  so  far  as 
my  observations  go,  is  quite  exceptional,  even  when  such  murmurs 
are  distinct  in  the  carotid  arteries  and  at  the  base  of  the  heart, 
and  when  also  there  is  a  loud  hum  in  the  jugular  veins. 

4.  Nervous  disturbances,  though  various  in  character,  are  in¬ 
variably  present  and  usually  severe.  (a)  “Hysteric”  symptoms 
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are  the  most  common  and  troublesome,  but  not  so  serious  as  are 
many  others.  The  highly  “  susceptible  nervous  temperament  ”  is 
general ;  but  genuine  “  hysteric  attacks  ”  occurred  in  not  more 
than  one -fourth  of  the  cases  I  have  observed.  In  all  these 
patients,  however,  there  were  other  symptoms  of  wider  range. 
There  is  nothing  “  special  ”  in  the  character  of  the  “  hysteric 
paroxysm  ”  ;  its  inception,  duration,  and  features  have  been  of  the 
common  sort,  with  no  peculiar  change  in  the  respiration  or  capil¬ 
lary  circulation.  ( b )  Mental  symptoms  present  themselves  in  the 
form  of  “  depression,”  amounting  to  definite  melancholia  in  some 
cases;  but,  in  the  majority,  alternating  with  periods  of  “excite¬ 
ment,”  irritable  temper,  mendacity,  wandering,  troublesome 
capriciousness,  insomnia,  delirium,  fancies,  delusions,  and  crazy 
conduct  that  it  is  not  easy  to  separate  from  mania  in  sub-acute 
attacks,  or  chronic  form.  There  is  often  a  condition  of  mind 
which  I  have  been  in  the  habit  of  describing  as  a  “  chorea  of 
ideas,”  which  is  peculiarly  trying  to  the  patient  and  her  friends. 
The  patient  tries  to  think  one  thing  and  thinks  something  else 
instead ;  and  is  often  so  much  bewildered  as  to  give  up  the  at¬ 
tempt  in  despair.  (e)  Sensations  are  strangely  perverted  and 
frequently  painful.  Cephalalgia  is  very  common,  but  has  no 
special  character,  and  is  indicative  rather  of  the  condition  of  the 
general  health  than  of  this  particular  disease.  Paraesthesise  are 
as  numerous  as  they  well  can  be  ;  and  among  the  most  frequent 
are  vertigo,  or  something  short  of  it,  denoted  as  dizziness,  confu¬ 
sion,  instability  in  standing  or  walking,  tinnitus  aurium  of  varying 
intensity  and  duration,  but  so  distressing  as  to  induce  deafness  and 
increase  the  incapacity  for  “  taking  in  what  is  said.”  Sensorial 
illusions,  such  as  spectra  of  sight,  sometimes  so  apparently  real  as 
to  provoke  conversation  with  imaginary  people,  and  yet  recognised 
by  the  individual  as  being  imaginary.  Spectra  of  hearing  also 
occur,  voices  of  different  qualities  uttering  sentences  to  which 
replies  are  made,  the  patient  at  the  time  not  always  being  quite 
certain  whether  they  are  real  or  not,  but  at  other  times  being  quite 
confident  that  they  were  imaginary.  There  is,  with  these  paraes- 
thesiae,  very  frequently  a  sense  of  restlessness,  highly  distressing, 
and  often  so  aggravated  when  the  patient  is  alone  as  to  induce 
most  distressing  insomnia.  In  many  cases  this  sleeplessness  has 
been  the  one  symptom  for  which  relief  has  been  most  earnestly 
sought.  Perhaps  the  most  general  condition  has  been  one  of  great 
dread  of  impending  evil,  or  of  some  sudden  collapse,  usually  based 
upon  the  fact  of  painful  or  indescribably  horrid  sensations.  ( d ) 
Muscular  disturbances  are  common,  but  not  equally  frequent  with, 
sensorial.  They,  however,  have  occasioned  still  greater  alarm. 
Stuttering  and  stammering  have  occurred  in  several  instances,  with 
occasional  inability  to  articulate  certain  words,  and  some  general 
difficulty  in  “  getting  out  any  words,”  so  as  to  carry  on  a  conversa- 
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tion.  This  difficulty  is  rarely  persistent,  but  comes  and  goes,  and 
is  particularly  prone  to  come  when  most  annoying,  and  in  the 
presence  of  strangers.  In  two  of  my  cases  there  were  attacks  of 
aphasia,  occurring  several  times  in  the  day,  and  lasting  from  a  few 
minutes  only  to  three  or  four  hours.  Choreic  movements  of  the 
facial  muscles,  of  the  arms,  hands,  and  legs  have  been  common 
enough  ;  and  with  these,  disorderly  movements  of  the  respiratory 
muscles,  inducing*  a  feeling  of  breathlessness  and  occasional  attacks 
of  dyspnoea,  which  the  patients  and  their  friends  describe  as 
“  asthma.”  In  such  conditions  there  is  often  a  sense  of  faintness, 
and  objectively  slight  cyanosis,  with  irregular  respiration  and  in¬ 
termittent  pulse.  Tremors  and  jactitation  of  the  upper  extremities 
are  very  common,  and  in  some  instances  there  has  been  tremulous 
movement  of  the  head.  Eclamptic  attacks  were  present  in  one 
case  ;  and  epileptoid  seizures,  like  those  of  petit  mal,  in  one.  In 
two  cases  there  was  slight  but  distinct  paresis  of  the  left  arm,  and 
in  these  there  was  difficulty  of  articulation.  So  widely  distributed 
and  so  various  are  the  signs  of  nervous  derangement  that  it  is 
obvious  no  one  symptom,  or  even  group  of  symptoms,  is  peculiar 
to  Graves’  disease.  All  that  can  be  said  is  that  they  are  of  the 
general  sort  that  accompanies  depressed  nervous  force  in  depen¬ 
dence  upon  a  general  innutrition. 

5.  The  general  health  in  one  case  was  good,  but  in  all  the 
others  there  was  pronounced  anaemia,  indicated  bv  all  its  usual 
features,  m  varying  degrees  of  relative  intensity.  There  has  been 
nothing  special  in  the  character  of  the  anaemia.  It  has  sometimes 
been  present  for  months  before  any  other  symptoms  were  observed, 
and  it  has  persisted  when  the  exophthalmos,  the  goitre,  and  the 
palpitation  have  passed  away.  In  such  cases,  however,  its  intensity 
has  been  reduced.  In  by  far  the  larger  number  of  cases  anaemia 
has  been  observed  to  arise  together  with  the  palpitation  and  the 
nervous  disturbances,  and  has  advanced  and  receded,  pari  passu, 
with  goitre  and  prominence  of  the  eyeballs.  Atonic  dyspepsia 
has  been  present  in  about  half  the  cases, but  has  been  as  distinctly 
absent  in  the  other,  so  that  its  association  with  the  malady  cannot 
be  regarded  as  other  than  accidental.  In  only  two  cases  has  there 
been  any  departure  from  health  in  regard  to  the  renal  secretions, 
and  in  these  there  was  slight  and  transient  albuminuria.  In 
several  cases  there  have  been  occasional  excesses  in  the  amount  of 
alkaline  phosphates,  or  of  the  lithates,  but  these  have  clearly  borne 
no  definite  relation  to  the  general  disease.  With  the  exception  of 
three  cases,  in  which  there  were  disturbances  of  the  uterine  struc¬ 
ture  or  functions,  those  functions  have  been  generally  healthy  in 
both  character  and  time.  Sometimes  menstruation  has  been 
scanty,  but  I  have  not  met  with  any  case  of  amenorrhcea,  or  of 
menorrhagia;  and  dysmenorrhcea  has  been  simply  accidental,  and 
only  very  rare  in  its  occurrence.  In  almost  every  case  the  patient 
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has  "been  weak,  incapable  of  healthy  exertion,  chilly,  and  very 
easily  “  disturbed  ” — i.e.,  “  run  down  ”  by  a  cold,  or  any  onset  of 
dyspepsia,  any  accidental  shock  or  fatigue — but  beyond  this  con¬ 
dition  I  have  been  unable  to  discover  any  proclivity  to  any  special 
kind  of  organic  disease.  In  no  one  case  have  I  met  with  tubercle, 
struma,  syphilis,  rickets,  gout,  rheumatism,  or  any  like  dyscrasia, 
as  an  active  participator  in  the  general  condition  of  malaise. 

The  treatment  adopted  has  been  essentially  and  uniformly  the 
administration  of  iodine,  bromine,  and  iron  in  combination — the 
proportion  between  these  elements  varying  in  relation  to  the  pre¬ 
dominance  of  the  thyroid  enlargement  with  the  exophthalmos,  the 
nervous  derangements,  or  the  anaemia.  The  combination  has  been 
arrived  at  experimentally,  and  I  have  found  that  where  the  goitre 
is  large  and  the  exophthalmos  highly  marked,  iodine  can  be  given 
in  doses  of  ten  and  fifteen  grains  three  times  daily  with  advantage. 
It  also  seems  to  be  the  ingredient  most  effective  in  reducing  palpi¬ 
tation  of  the  heart  and  frequency  of  pulse.  Together  with  these 
drugs — and  as  the  definite  result  of  observation  I  must  assert  that 
it  is  only  when  the  three  are  taken  together  that  much  relief  is 
obtained — rest  from  physical  exertion  and  from  emotional  disturb¬ 
ances  has  been  most  strictly  enjoined,  while  a  generous  ’diet  has 
been  allowed.  This  kind  of  treatment  has  been  followed  by  marked 
relief  when  other  drugs,  such  as  belladonna,  digitalis,  and  many 
others  have  been  found  absolutely  inert.  It  is  not,  perhaps,  un¬ 
necessary  to  say  that,  of  course,  other  symptoms  have  been  treated 
by  other  means,  according  to  their  character,  but  it  is  quite  need¬ 
less  for  me  to  describe  such  treatment  here. 

The  history  of  many,  and,  indeed,  of  the  large  majority  of  cases, 
has  been  highly  satisfactory.  In  several  instances  the  improve¬ 
ment  has  been  marked  in  a  short  time,  from  five  to  ten  days,  and 
has  steadily  advanced  to  complete  restoration  of  health.  In 
others  the  progress  has  been  less  rapid  so  far  as  the  goitre  and 
exophthalmos  are  concerned,  whereas  the  cardiac  and  nervous 
symptoms  have  been  speedily  removed.  In  a  very  small  number 
the  subjective  symptoms  have  been  reduced,  but  some  enlargement 
of  the  thyroid  body  remains,  and  the  patients  are  subject  to 
occasional  attacks  of  palpitation  or  of  nerve  disturbance  upon 
being  exposed  to  physical  fatigue  or  mental  or  moral  strain. — 
Lancet ,  May  17,  1890,  p.  1055. 

6. — ON  THE  MANAGEMENT  OF  OBSTINATE  DROPSIES. 

By  James  Tyson,  M.D.,  Professor  of  Clinical  Medicine  in  the 

University  of  Pennsylvania. 

[Dr.  Tyson  reports  at  length  three  cases  of  renal  dropsy  of  an 
extreme  degree,  in  which  the  anasarcous  condition  was  very  largely 
irelieved  by  the  administration  of  2,  3,  4,  6  and  8  ounces  of 


140 


MEDICINE  AND  THERAPEUTICS. 


skimmed  milk  every  two  hours,  to  the  exclusion  of  all  other  solids 
and  fluids.  The  treatment  also  occasionally  embraced  the 
administration  of  spartein  in  one-fourth  or  one-third  grain  doses, 
and  the  use  of  a  hot  pack  made  by  applying  to  the  surface  of  the 
body,  wherever  possible,  large  wine  bottles  filled  with  hot  water, 
and  surrounded  with  hot  water  cloths.] 

A  success  greater  beyond  what  I  expected  in  the  management 
of  certain  cases  of  obstinate  dropsy,  mainly  instances  of  incurable 
kidney  disease,  but  even  better  calculated  to  succeed  in  cardiac 
disease  with  renal  sufficiency  relatively  maintained,  has  led  me  to 
wish  to  announce  the  method  pursued,  although  it  involves  the 
use  of  no  drugs  that  are  new  or  other  measures  that  are  novel. 

These  cases  represent  a  class  in  which  the  usual  measures  fail  to 
accomplish  any  results,  and  it  is  certain  that  if  they  had  been  left 
alone  the  patients  would  have  perished.  In  all  a  turn  in  the  tide 
took  place  after  milk  began  to  be  administered  at  regular  intervals 
and  in  fixed  doses.  In  two  the  opportune  addition  to  this  treat¬ 
ment  of  spartein  in  full  doses  was  followed  by  free  increase  in  the 
secretion  of  urine,  with  continued  improvement,  while  in  one  this 
drug  failed.  On  the  other  hand,  in  that  case  caffein  proved  a 
valuable  remedy,  though  not  by  its  action  on  the  kidneys  so  much 
as  by  its  effect  on  the  bowels.  This  effect  of  caffein,  scarcely 
referred  to  by  therapeutists,  I  have  found  a  frequent  one,  by  which 
its  efficiency  as  a  diuretic  is  greatly  increased.  Although  there  is 
reason  to  believe  that  sugar  of  milk  is  a  diuretic,  it  is  evident,  from 
a  review  of  these  three  cases,  that  the  substitution  of  all  food  by 
milk  was  not  followed  by  diuresis,  and  yet  improvement  set  in, 
and  when  it  flagged,  and  diuretics  were  used,  the  physiological 
effect  of  this  class  of  remedies  promptly  appeared  in  two  instances, 
while  in  the  third  a  purgative  effect  was  equally  efficient. 

In  looking  about  for  an  explanation  of  this  happy  effect  I  have 
been  forced  to  conclude  that  it  was  really  the  result  of  the  small 
amount  of  solid  and  liquid  nutriment  ingested.  It  will  be 
remembered  that  the  method  was  to  permit  but  four  ounces  every 
two  hours  for  the  first  day  from  6  a.m.  to  8  p.m.,  or  thirty-two 
ounces  in  the  twenty-four  hours,  in  lieu  of  all  other  solids  and 
liquids,  and  in  the  second  twenty-four  hours  but  sixteen  ounces 
more.  Now,  even  with  the  urine  unincreased  and  the  action  of 
the  skin,  lungs,  and  bowels  maintained,  there  is  a  large  drain  upon 
the  liquids,  intra-  and  extra-vascular,  so  that  the  latter  are  bound 
to  be  sucked  up,  with  the  effect  of  gradually  diminishing  the 
oedema. 

The  effect  is  similar  to  that  which  is  produced  by  blood-letting 
upon  absorption.  It  is  well  known,  for  instance,  that  when  a  drug, 
as  digitalis,  is  being  administered  without  effect,  and,  for  any 
reason,  even  a  small  quantity  of  blood  is  drawn,  the  physiological 
effect  promptly  asserts  itself  because  of  its  prompt  absorption. 
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The  limited  ingestion  of  food  in  the  shape  of  milk  acts  similarly, 
while  it  facilitates  for  the  same  reason  the  action  of  drugs, 
as  shown  in  its  effect  upon  the  action  of  the  spartein  and  caffein 
in  my  cases.  The  same  effect  on  dropsies  might  be  expected  if 
blood  be  taken  from  a  vessel,  and  I  can  conceive  of  a  case  where 
such  a  course  would  be  justified,  but  it  has  the  disadvantage  of  with¬ 
drawing  nutriment,  while  the  milk  keeps  it  up  sufficiently.  On 
the  other  hand,  I  regard  the  hunger  as  an  important  adjuvant,  and 
it  is  the  demand  of  the  blood  for  food  which  contributes  to  the 
drawing  up  of  the  dropsical  fluid.  It  is  similar  too,  to  the  action 
of  Hay’s  treatment,  which  has  for  its  principle  the  minimum 
ingestion  of  water  along  with  the  action  of  hydragogue  cathartics, 
and  there  is  no  doubt  that  this  treatment  is  often  an  efficient 
one  in  removing  dropsies,  even  when  invading  the  great  serous 
sacs  like  the  pleurae  and  peritoneum.  It  has  the  disadvantage,  how¬ 
ever,  of  presenting  food  in  a  more  unmanageable  shape,  especially 
in  connection  with  limited  water  ingestion,  than  the  milk,  which 
is  given  skimmed  simply  because  it  is  more  assimilable  in  this 
shape.  Buttermilk  may  be  substituted,  being  equally  well  assimi¬ 
lated,  often  more  agreeable  to  the  stomach,  and  often  diuretic. 
Further,  milk  may  be  made  even  more  assimilable  by  being 
peptonised. 

There  is,  of  course,  no  direct  curative  effect  upon  the  altered 
organs,  whether  kidneys  or  heart,  but  when  it  is  remembered  how 
much  of  the  inconvenience  of  the  patient  is  due  to  dropsy,  and  how 
the  circulation  is  interfered  with  by  these  enormous  accumulations 
of  liquid  in  the  great  serous  sacs,  as  well  as  in  the  subcutaneous 
connective  tissue,  it  is  evident  that  the  relief  afforded  by  their 
removal  must  be  extreme.  It  is  true,  also,  that  the  movement  of 
blood  through  the  kidneys  is  further  interfered  with  by  the 
dropsical  effusion  around  it,  and  with  the  removal  of  that  effusion 
the  engorgement  is  relieved,  and  thus  a  tendency  towards  cure 
results ;  whence  may  be  explained,  on  the  one  hand,  the  long 
immunity  from  recurrence,  often  enjoyed  by  such  cases,  and  on 
the  other,  the  rapid  aggravation  which  follows  exposure  to  cold  or 
other  cause  of  congestion,  as  instanced  in  the  case  of  the  young 
stonemason  related.  Such  is  also  another  very  similar  case  of  a 
young  actor  in  whom  there  was  dropsy  equally  aggravated,  which 
after  months  of  treatment  had  totally  disappeared,  so  that  he 
was  walking  about  apparently  well,  when  the  irresistable  attraction 
of  a  baseball  match  on  a  cold  April  day  furnished  the  exposure 
which  produced  a  recurrence  of  symptoms,  this  time  irremediable. 

In  conclusion,  I  desire  to  emphasize  the  class  of  cases  in  which 
this  treatment  is  indicated.  It  is  not  in  acute  or  subacute 
nephritis,  where  there  remains  an  integrity  of  structure  and 
function  which  permits  the  free  transudation  of  water  into  the 
Malpighian  capsules,  but  where,  as  has  been  stated,  there  is  a 
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complete  saturation  of  all  the  tissues,  including  the  kidney  itself, 
with  transuded  serum,  and  where  there  is  no  movement  in  the 
lymph  spaces  and  lymph  vessels.  In  such  cases  to  administer 
diluents  is  only  to  increase  the  difficulty,  because  it  results  in  a 
further  interstitial  accumulation  of  fluid.  The  indication  is  to  get 
rid  of  liquid,  and  to  do  this  more  must  be  taken  out  than  is  taken 
in,  and  as  the  kidneys  have,  for  the  time  being,  lost  their  power  of 
removing — and  it  is  to  be  remembered  that  this  loss  of  power  may 
he  hut  temporary — ingestion  must  he  restricted  until  the  balance 
is  restored.  Hence  we  must  watch  and  measure  and  limit  the 
ingestion  and  watch  and  measure  the  outflow,  and  until  the  latter 
exceeds  the  former,  no  improvement  can  result.  It  is  needless  to 
say  that  tapping  the  great  cavities  and  even  as  a  dernier  ressoi't 
the  tissues,  is  an  aid  to  our  efforts  in  this  respect. — Medical  Neivs , 
June  21,  1890,  p.  671. _ 

7.— ON  TREPHINING  IN  A  CASE  OF  ACTINOMYCOSIS 

OF  THE  BRAIN. 

By  Otto  E.  Keller,  M.D.,  Surgeon  Queen  Adelaide’s  Dispensary ; 
late  Medical  Officer,  German  Hospital,  London. 

During  three  years’  clinical  work  at  the  German  Hospital  I  had 
the  opportunity  of  diagnosing  and  observing  two  cases  of  actino¬ 
mycosis  hominis.  The  first  case  was  of  a  comparatively  simple  nature. 

C.  H.,  aged  45,  a  German  teacher  of  music,  suffered  from  a 
periosteal  abscess  on  the  left  side  of  the  lower  jaw.  I  opened  the 
abscess.  The  incision  soon  closed,  but  swelling  and  hard  infiltra¬ 
tion  remained  and  simulated  malignant  tumour.  A  fortnight 
afterwards  I  again  let  out  some  pus,  and  in  it  discovered  the 
characteristic  yellowish  grains  of  actinomyces,  which,  under  the 
microscope,  showed  both  mycelium  and  clubs.  A  drainage  tube 
was  inserted  into  the  wound,  which,  after  two  months,  completely 
healed.  I  saw  the  man  again  one  year  afterwards.  He  was  then 
in  perfect  health,  no  recurrence  of  the  disease  had  taken  place,  and 
a  hardly  visible  scar  was  all  that  was  left  of  the  former  affection. 

The  second  case,  which  more  especially  forms  the  subject  of  this 
communication,  was  of  a  more  complicated  and  serious  character, 
and  is,  as  far  as  I  am  aware,  the  first  and  only  case  up  to  this  date 
in  which  antinomycosis  of  the  brain  was  recognised  as  such  during 
life,  and  also  the  first  case  in  which  trephining  was  resorted  to  for 
such  an  affection. 

E.  H.,  a  married  woman,  aged  40,  suffered  from  pleurisy  in  the 
autumn  of  1885.  At  the  commencement  of  the  following  year  an 
abscess  appeared  over  the  cartilage  of  the  sixth  rib  ;  another  large 
abscess  appeared  over  the  eleventh  rib  on  the  left  side.  Both  ab¬ 
scesses  were  opened,  drained,  and  the  thick  hard  walls  were 
thoroughly  scraped ;  they  did  not  communicate  with  the  pleural 
cavity,  nor  were  the  ribs  found  bare  of  periosteum.  I  had  in  the 
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meantime  seen  the  case  above  related,  and  at  once  suspected  that 
these  peculiar  abscesses  might  be  of  actinomycotic  origin.  This 
was  confirmed  by  the  microscope,  which  revealed  the  typical  club- 
shaped  fungi  attached  to  plots  of  thick  mycelium. 

The  abscesses  healed,  only  a  small  fistula  remaining,  and  the 
patient  was  not  heard  of  for  over  two  years.  In  February,  1888, 
she  was  again  admitted,  complaining  of  gradually  increasing  weak¬ 
ness  of  the  left  arm.  I  expressed  the  opinion  that  we  had  to  do 
with  an  actinomycotic  lesion  of  the  motor  regions  of  the  brain,  and 
suggested  the  advisability  of  an  early  operation.  Dr.  Port,  under 
whose  care  and  medical  treatment  the  patient  remained  during  the 
whole  of  her  stay  in  the  hospital,  carefully  examined  her  and  fully 
confirmed  my  views.  I  am  greatly  indebted  to  him  as  well  as  to 
Dr.  Burger  for  having  most  kindly  allowed  me  to  report  the  case. 

The  patient  and  her  relations  at  first  would  not  hear  of  any 
operation.  Convulsions  of  the  left  arm  soon  set  in,  several  times 
taking  the  typical  course  of  cortical  epilepsy.  Gradually  the 
paresis  extended  from  the  left  arm  to  the  left  lower  extremity  and 
left  side  of  the  face.  Headache,  vomiting,  and  complete  loss  of 
consciousness  followed.  At  last  she  fell  into  a  deep  coma,  and 
was  apparently  moribund  when  the  operation  was  consented  to. 

Dr.  Burger,  surgeon  to  the  hospital,  performed  the  operation  of 
trephining.  No  anaesthetic  was  necessary.  He  removed  a  portion 
of  the  skull  over  the  middle  of  the  right  ascending  parietal  convolu¬ 
tion,  incised  the  dura  mater  and  the  discoloured  brain  substance, 
and  removed  two  ounces  of  thin,  green  pus,  which  contained  great 
quantities  of  actinomyces  grains.  When  the  abscess  was  opened 
the  patient  (still  on  the  operation  table)  awoke  from  the  deep  coma 
and  called  out  for  water.  On  the  next  day  she  had  regained  her 
consciousness ;  eight  days  afterwards  the  facial  paralysis  had 
disappeared,  and  she  was  able  to  move  her  leg.  Six  weeks  after 
the  operation  she  began  to  get  up  and  walk  about.  The  paralytic 
lesions  materially  improved  during  the  next  few  months,  but 
there  still  remained  a  weakness  of  the  left  arm,  and  slight  con¬ 
traction  of  the  fingers. 

The  wound  healed  in  two  months,  and  the  patient  felt  very  well. 
Towards  the  end  of  the  year  grave  symptoms  of  increasing 
paralysis,  convulsions,  and  vomiting  returned.  Dr.  Burger  re¬ 
opened  the  brain  and  removed  a  considerable  quantity  of  pus ;  the 
patient’s  condition,  however,  was  not  materially  improved  after 
this  second  operation,  and  she  died  a  few  days  afterwards 
(J  anuary  4th,  1889). 

On  post-mortem  examination  the  heart  was  found  normal.  The 
left  lung  was  adherent  to  the  diaphragm.  A  small  blind  fistula 
led  into  the  supradiaphragmatic  tissue.  The  left  lobe  of  the  liver 
was  adherent  to  the  abdominal  wall  near  the  fistula.  The  middle 
third  of  the  right  frontal  and  parietal  convolutions  was  occupied 
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"by  a  large  mass  of  newly  formed  tissue  protruding  over  the  surface 
of  the  brain  (hernia  cerebri)  reaching  down  into  the  brain  substance 
to  the  depth  of  about  one  inch.  Underneath  it,  deeply  buried  in 
the  white  substance,  an  unopened  encapsuled  abscess  of  the  size  of 
a  nutmeg  was  discovered. 

Antinomycosis  of  the  brain  is  a  very  rare  disease,  only  two  cases 
being  on  record.  In  one  reported  from  Munich  a  large  actinomy¬ 
cotic  abscess  was,  on  post-mortem  examination,  discovered  near  the 
base  of  the  brain.  Another  case  with  several  cortical  abscesses 
was  shown  at  the  Pathological  Society. 

With  regard  to  treatment,  we  ought  not  to  shrink  from  trephining 
as  long  as  the  symptoms  clearly  point  to  one  particular  region  oif 
the  brain.  In  the  case  of  E.  H.  the  thoracic  affection  was  practi¬ 
cally  arrested.  Life  was  prolonged  by  the  operation  for  eight 
months,  and  even  on  post-mortem  examination  the  disease  proved  to 
be  pretty  well  localised.  If  anything  we  ought  to  proceed  more 
radically  in  future,  removing  if  possible  the  abscess  wall  by  scrap¬ 
ing,  with  a  view  to  eliminate  all  germs.  In  the  present  case  some 
fungi  had  probably  remained,  and  caused  the  formation  of  a  new' 
abscess,  from  which  the  patient  ultimately  died. — British  Medical 
Journal ,  March  29,  1890,^7.  709. 


8.— ON  THE  ABUSE  OF  THE  BROMIDES. 

By  E.  0.  Seguin,  M.D.,  Providence,  Rhode  Island,  U.S.A. 

Every  few  months  I  see  a  case  in  which  the  unwise  administra¬ 
tion  of  these  salts  has  been  injurious  to  the  patient,  and  I  am  thus 
led  to  the  belief  that  this  must  represent  a  vast  amount  of  abuse 
throughout  the  country. 

In  the  larger  category  of  cases,  constantly  encountered,  the 
bromides  have  been  given  for  nervousness  or  insomnia,  regardless 
of  the  indications  presented  by  the  patients,  with  the  result  of 
reducing  the  force  of  the  heart  and  the  arterial  tension,  causing 
gastric  disorder,  and  generally  increasing  the  neurasthenic  state. 
In  insomnia  observation  has  taught  me  that  these  salts  are  very 
rarely  useful,  only  in  such  cases  as  present  great  motor  excitability 
with  a  plethoric  or  sthenic  state,  or  in  cases  where  an  intense 
peripheral  irritation  (sexual  more  especially)  is  one  of  the  causes  of 
restlessness  or  sleeplessness.  In  the  vast  majority  of  cases  the 
indications  point  to  a  feeble  intracranial  circulation  with  reduced 
arterial  tension  and  general  malnutrition.  Stimulants  and  tonics, 
with  improved  diet,  exercise,  and  mental  rest,  are  the  remedies  for 
such  cases.  True  narcotics  I  avoid  giving,  or  give  them  only 
occasionally  if  the  amount  of  sleep  fall  below  four  hours.  Further¬ 
more,  the  wide-spread  idea  that  bromides  exert  a  hypnotic  action 
seems  to  me  erroneous.  Any  one  of  us  might  take  an  ounce  of 
bromide  of  sodium  this  evening  without  influencing  our  sleep ;  the 
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sedative  effect  would  be  manifest  in  the  next  day  or  two.  The 
basis  of  the  notion  that  bromides  are  hypnotic  is  in  the  fact  that 
their  continued  use  in  full  doses  develops  a  dull,  stupid,  and  even 
semi-comatose  condition  ;  but  this  I  believe  to  be  utterly  different 
from  true  sleep  and  to  be  due  to  a  profound  alteration  in  the  con¬ 
stitution  of  the  cortical  grey  substance.  A  proof  of  this  (apart  from 
differences  in  the  phenomena  themselves)  is  afforded  by  the  after¬ 
effects.  If  we  cease  giving  a  true  narcotic,  the  next  night  the 
patient  is  wide  awake  again,  but  after  ceasing  full  doses  of  bro¬ 
mides  a  week  or  two  must  elapse  before  the  patient's  cerebral  con¬ 
dition  becomes  normal.  Besides  insomnia,  there  are  two  affections 
for  which  bromides  are  recklessly  used  and  with  injurious  effects. 
I  refer  to  mental  diseases  (melancholia,  mania,  deliria  of  toxic 
origin)  and  hysteria.  Every  symptom  in  melancholia  speaks 
against  bromides,  and  calls  for  tonics,  stimulants,  and  occasionally 
true  narcotics.  Even  in  apparently  sthenic  mania  the  ultimate 
effect  is  not  good.  Under  the  influence  of  these  salts  the  various 
symptoms  of  hysteria  (neuralgia,  spasmodic  attacks,  paralysis,  and 
emotional  disturbances)  are  aggravated.  So  true  is  this  that  in 
some  rare  cases  where  a  doubt  exists  as  to  whether  convulsions  are 
epileptic  or  hysterical,  a  trial  of  bromides  will  greatly  help  settling 
the  diagnosis. 

In  1884,  a  prominent  bank  officer  from  central  New  York  was 
brought  to  me  with  many  symptoms  of  dementia  paralytica.  He 
was  stupid  and  forgetful,  his  speech  slow  and  thick  ;  he  often  used 
the  wrong  word  and  often  was  at  a  loss  for  a  word ;  his  tongue  and 
hands  trembled  (but  not  his  facial  muscles)  ;  he  was  feeble,  walked 
in  a  staggering  way,  and  his  knee  jerks  were  greatly  increased. 
He  had  not  the  exalted  notions  of  paresis,  his  pupils  were  normal, 
and  his  speech  did  not  present  the  vibratory  or  jerky  imperfection 
of  paresis.  On  inquiry,  I  learned  that  some  weeks  before  he  had 
complained  of  occipital  headache  and  mental  fatigue,  for  which  bro¬ 
mides  had  been  freely  given,  and  continued,  in  spite  of  the  super¬ 
vention  of  the  above-mentioned  symptoms,  until  a  day  or  two 
before  he  was  sent  to  New  York.  This  was  not  told  me,  but  I  had 
to  extract  the  information  by  repeated  questioning,  having  been 
led  to  suspect  bromism  by  the  symptoms  above  stated  and  by  the 
patient’s  foul  breath.  It  was  fully  ten  days  before  improvement 
began,  as  the  result  of  tonic  and  stimulating  treatment,  but  in 
three  months  the  patient  was  cured,  and  has  remained  well. 

As  a  result  of  giving  too  much  bromides  I  have  known  the  (self¬ 
limited)  delirium  of  acute  alcoholism  transformed  into  or  supple¬ 
mented  by  a  bromic  delirium  with  some  hallucinations,  but 
characterised  chiefly  by  the  peculiar  coated  brownish  tongue,  with 
foul  breath,  very  feeble  cardiac  action,  and  a  typhous  condition. 

In  the  last  ten  years  I  have  seen  two  cases  in  which  bromides 
given  to  allay  the  pain  and  restlessness  of  suppurative  otitis  pro- 


146 


MEDICINE  AND  THERAPEUTICS. 


duced  symptoms  strongly  suggestive  of  intracranial  inflammation 
or  abscess. 

Another  condition  in  which  the  bromides  are  often  injurious  is 
that  of  traumatic  neurosis,  either  of  the  simply  neurasthenic  or  of 
the  hysterical  form.  Page  was  the  flrst  to  suggest  that  many 
symptoms  of  this  condition  were  aggravated,  and  even  new  symp¬ 
toms  added,  through  the  depressing  effects  of  bromides  on  the 
patients’  nervous  vitality  and  will.  This  warning  I  can  heartily 
endorse,  and  I  am  surprised  that  one  of  the  best  recent  writers  on 
so-called  11  railway  spine  ”  should  have  spoken  slightingly  of  it. 
My  experience  has  been  that  such  cases  do  well  on  strychnine, 
while  they  grow  worse  while  taking  bromides  (even  if  it  makes 
them  comfortable). 

I  might  quote  many  other  cases  from  my  note-books  in  which 
the  diagnosis  of  real  disease  was  made  difficult  because  a  state  of 
dangerous  bromism  had  been  produced  by  the  reckless  (or  rather 
thoughtless)  administration  of  bromides.  I  have  seen  one  case  in 
which  death  was  directly  due  to  excessive  doses  of  bromide  given 
to  relieve  paraesthesise  in  the  head,  which  were  supposed  to  indicate 
a  cerebral  hvperaemia.” 

In  conclusion,  I  would  urge  you  not  to  fall  into  the  too  common 
careless  practice  of  telling  patients  to  take  “  a  little  bromide  ”  for 
nervous  symptoms  of  various  sorts,  and  especially  not  to  give  the 
salts  in  full  doses  except  upon  the  clearest  indications,  and  with  a 
sharp  lookout  for  bromism.  Indeed,  the  experience  of  the  last  few 
years  has  strengthened  me  in  an  opinion  I  expressed  more  than 
twelve  years  ago,  viz. :  “  I  consider  epilepsy  to  be  the  only  disease 
for  the  treatment  of  which  we  are  justified  in  deliberately  pro¬ 
ducing  a  degree  of  bromism.” — N.  Y.  Med.  Journal ,  May  31,  p.  593. 


9.— PREVENTION  OF  THE  TOXIC  EFFECTS  OF  COCAINE. 

By  Isidor  Gluck,  M.D.,  Omaha,  Nebraska. 

Cocaine,  our  most  useful  local  anaesthetic,  has  one  great  disad¬ 
vantage  which  anyone  who  has  much  employed  the  drug  must 
have  experienced,  viz.,  its  toxic  effect.  Sooner  or  later,  in  the 
experience  of  everyone,  this  is  manifested,  and  generally  when  least 
expected.  In  my  own  practice,  using  the  drug  frequently  in 
diseases  of  the  eye,  ear,  nose,  and  throat,  and  seeing  at  times  most 
alarming  effects,  I  came  to  have  a  certain  dread  of  it.  Though 
cases  are  reported,  I  have  never  seen  it  produce  the  toxic  effect  as 
a  result  of  its  use  upon  the  eye.  Its  failure  to  do  so  is  probably 
because  absorption  through  the  cornea  is  much  slower  than  else¬ 
where,  and  I  have  always  made  it  a  rule  to  guard  the  tear-ducts — 
the  channels  leading  to  the  nose  and  throat.  In  operations  on  the 
cornea  I  have  always  made  it  a  rule  to  use  the  drug  in  the 
powdered  form,  the  moisture  of  the  eye  is  thus  absorbed,  and  as 
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the  process  of  solution  is  slow,  the  anaesthesia  is  correspondingly- 
prolonged.  It  is  in  the  treatment  of  the  nose  and  throat,  and 
when  used  hypodermically,  that  cocaine  produces  most  alarming 
symptoms.  Though  used  in  strengths  varying  from  four  per  cent, 
to  twenty  per  cent.,  sometimes  the  weakest  solutions  will  produce 
the  toxic  effect  in  one  susceptible.  There  is  a  great  difference  in 
individuals  in  this  respect,  some  being  very  susceptible,  others 
scarcely  so  at  all.  Patients  with  neurotic  tendencies  are  generally 
more  susceptible  than  others. 

The  first  symptoms  marking  the  toxic  effect  of  cocaine  are  rest¬ 
lessness  and  pallor  of  the  face.  In  some  cases  perspiration  appears 
about  the  mouth  and  on  the  forehead,  and  patients  invariably 
express  themselves  as  feeling  u  very  peculiarly.”  In  such  cases, 
treated  daily,  there  is  restlessness  at  night. 

For  the  reasons  above  mentioned,  I  was  led  into  a  series  of 
experiments  with  a  view  to  rid  cocaine  of  these  defects,  the  result 
being  the  discovery  that  cocaine  in  combination  with  phenol  not 
only  removes  the  objectionable  features,  but  increases  its  usefulness. 
The  formula  which  T  have  adopted  is  the  following : 

R.  Phenol,  gtt.  ij ;  aqua  destillata,  3  ]'•  Shake  until  solution  is 
perfect,  then  add  cocaine  hydrochlorate,  gr.  x. 

I  have  been  using  the  above  formula  for  over  a  year,  and  since 
using  it  have  never  had  to  deal  with  the  toxic  effect  of  the  drug. 
In  fact  I  have  been  able  to  use  it  in  any  quantity,  and  in  any  part 
of  the  nose  or  throat,  without  the  least  fear  of  harmful  conse¬ 
quences.  Phenol,  in  the  same  manner  as  cocaine,  by  suspending 
the  functions  of  the  sensory  nerves,  is  itself  a  local  anaesthetic  of 
no  mean  power.  The  combined  action  intensifies  the  anaesthetic. 
Phenol  also  coagulates  albumin  and  combines  with  fats,  forming  a 
very  superficial  eschar  which  prevents  the  absorption  of  cocaine, 
and  hence  its  toxic  effect.  Phenol  is  also  destructive  of  bacteria, 
fungi,  etc.,  and  prevents  decomposition  in  the  solution.  Its  effect 
is  also  to  ward  off  the  congestive  and  other  reactive  effects 
experienced  after  the  use  of  cocaine,  which,  next  to  chloroform  and 
opium,  is  nature’s  greatest  boon  to  mankind. — New  York  Medical 
Record ,  June  21,  1890,  p.  707. 

10. — ON  GURJUN  OIL  AS  AN  EXPECTORANT. 

By  William  Murrell,  M.D.,  F.B.C.P.,  Lecturer  on  Materia 
Medica  at  the  Westminster  Hospital. 

A  few  weeks  ago,  in  a  communication  to  The  Lancet,  I  stated 
that  at  the  suggestion  of  Dr.  Walshe  I  had  been  using  copaiba  as 
a  remedy  for  chronic  bronchitis  and  winter  cough.  I  found  that 
it  was  an  excellent  expectorant,  but  had  this  grave  disadvantage — 
that  in  a  large  proportion  of  cases  it  brought  out  a  rash,  attended 
with  intense  itching,  and  often  accompanied  by  irritation  of  the 
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throat,  diarrhoea,  and  vomiting.  To  obviate  this  difficulty  1” 
endeavoured  to  find  some  drug  allied  to  copaiba  which  would 
exert  the  required  action  on  the  bronchial  mucous  membrane 
without  affecting  the  skin.  After  one  or  two  unsuccessful  trials  I 
thought  of  gurjun  oil,  which  at  one  time  was  extensively  used  to 
adulterate  copaiba.  Gurjun  balsam  or  wood  oil,  as  is  well  known, 
is  a  balsamic  exudation  obtained  by  incision  and  the  application 
of  heat  from  the  trunk  of  Dipterocarpus  turbinatus  and  other 
species  growing  in  the  East  Indies.  It  is  a  transparent  liquid  of 
the  consistence  of  olive  oil,  of  an  opaque,  dingy,  greenish-grey 
colour,  as  seen  by  reflected  light,  and  having  an  aromatic  odour 
and  taste  not  unlike  that  of  copaiba,  but  without  its  acridity. 
Some  years  ago  it  was  brought  prominently  into  notice  by  Dr. 
Dougall  of  the  Andamans  as  a  remedy  for  leprosy,  but  seems  to 
have  attracted  but  little  attention  in  this  country.  There  is 
practically  no  demand  for  it  here  as  a  therapeutic  agent,  and  it  is 
a  very  inexpensive  drug.  I  gave  it  first  in  doses  of  a  drachm  and 
then  of  two  drachms  three  times  a  day,  enough  being  ordered  to 
last  a  week.  I  prescribed  it  in  the  form  of  a  mixture,  with  liquor 
potassae,  spirit  of  nitrous  ether,  mucilage  of  acacia,  and  cinnamon 
water.  It  certainly  was  not  a  very  inviting  combination,  especially 
as  it  had  a  tendency  to  “  curdle,”  but  it  seemed  eminently  adapted 
for  exciting  a  rash  if  the  drug  were  eliminated  by  the  skin.  After 
a  time  I  gave  it  mixed  with  extract  of  malt — two  drachms  of  the 
balsam  to  an  ounce  of  the  extract — three  times  a  day,  and  this 
was  taken  without  difficulty.  The  chronic  bronchitics,  many  of 
whom  had  previously  taken  copaiba  -reported  that  it  acted  admir¬ 
ably  as  an  expectorant,  “clearing  the  chest”  and  easing  the  cough. 
In  several  cases  I  gave  in  addition  tincture  of  jaborandi  or  nitrate 
of  pilocarpine  at  bedtime  so  as  to  produce  profuse  sweating,  but 
no  eruption  resulted.  My  colleague,  Dr.  Colcott  Fox,  tells  me 
that  there  are  one  or  two  cases  of  gurjun  rash  on  record,  but  I 
have  not  been  fortunate  enough  to  see  one.  It  is  true  one 
patient — a  woman — told  me  that  the  medicine  brought  out  some 
spots,  but  they  disappeared  in  a  few  hours,  and  increasing  the  dose 
failed  to  reproduce  them.  It  seems  to  me  that  gurjun  oil  has 
all  the  advantages  of  copaiba  as  an  expectorant,  without  the  grave 
disadvantage  of  exciting  an  eruption.  It  has  been  recommended 
as  a  remedy  for  gonorrhoea  and  gleet,  but  I  have  had  no  experience 
of  its  use  in  this  direction. — Lancet,  May  3, 1890,  p.  962. 

11.— ON  ARISTOL.  —A  NEW  REMEDY. 

Among  the  numerous  medicinal  agents  suggested  for  use  by  the 
experimental  pharmacologist  in  the  last  few  }rears,  none  has  so 
completely  fulfilled  expectations  as  Aristol,  a  derivative  of  thymol, 
discovered  by  Drs.  Messinger  and  Vortmann,  of  Aix-la-Chapelle,, 
and  first  used  as  a  substitute  for  iodoform. 
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Aristol  is,  however,  superior  to  iodoform,  as  it  is  absolutely  free 
from  toxic  properties,  and  the  by  no  means  pleasant  odour  of  that 
substance.  Its  general  specific  action  is  similar  to  that  of  iodo¬ 
form  and  its  substitutes,  iodol  and  the  sozoiodol  compounds,  hut 
in  addition  it  has  the  valuable  property  of  forming  on  wounds  of 
the  skin  or  mucous  membranes  an  absolutely  unirritant  and  ad¬ 
herent  covering,  under  which  the  processes  of  granulation  and 
cicatrization  proceed  with  extraordinary  rapidity.  It  has,  in 
addition,  other  special  specific  actions  in  which  it  far  surpasses 
the  above-mentioned  bodies ;  we  may  mention  more  particularly 
its  beneficial  action  in  psoriasis,  in  lupus  exulcerans,  and  in  some 
mycotic  skin  affections.  Its  marked  property  of  influencing 
cicatrization  is  universally  noted  by  all  who  have  used  the  drug. 

Aristol  is  a  fine  yellowish  red  powder,  which  adheres  very 
readily  to  the  skin  or  surfaces  of  wounds.  It  is  insoluble  in  water 
and  glycerine,  and  but  slightly  soluble  in  alcohol ;  in  ether, 
collodion,  and  chloroform  it  is  freely  soluble.  It  is  also  very 
soluble  in  the  fatty  oils  and  in  vaseline.  The  solution  must  always 
be  made  in  the  cold  by  trituration,  as  it  is  decomposed  by  heat  ;  a 
like  decomposition  occurs  in  bright  light,  hence  it  must  be  pre¬ 
served  in  opaque  bottles.  When  rubbed  with  water,  the  filtrate 
should  be  neutral,  and  should  not  give  any  iodine  reaction  with 
fuming  nitric  acid  and  chloroform,  or  starch  paste.  When  rubbed 
with  a  concentrated  solution  of  potassium  iodide,  the  filtrate 
should  give  no  blue  colouration  with  starch  paste. 

[It  is  especially  useful  in  lupus.  In  ozcena  and  in  syphilitic 
diseases  of  the  naso-pharynx  it  should  be  used  by  insufflation. 
Psoriasis  is  also  very  successfully  treated  bv  the  application  of  a 
10  per  cent,  ointment  in  vaseline.  Ulcerating  syphilitic  gummata 
usually  heal  quickly  under  its  use.] 

'  Dr.  Eichhoff,  of  Elberfeld,  who  has  used  aristol  with  the 
most  gratifying  results,  summarises  his  observations  as  follows  : 
u  Aristol  is  in  all  cases  a  harmless  drug,  it  has  no  toxic  properties, 
and  with  its  harmlessness  it  has  distinct  advantages,  e.g.,  it  is 
odourless.  In  psoriasis  its  action  is  somewhat  slower  than  that  of 
the  best  older  remedies,  but  being  absolutely  without  toxic  pro¬ 
perties  it  is  to  be  preferred  to  them.  In  mycoses  its  action  is  in 
some  cases  more  rapid  than  other  drugs,  and  it  is  certainly  less 
irritant  than  any  other.  In  ulcus  cruris  and  in  tertiary  syphilitic 
ulcerations  a  better  result  is  obtained  than  with  any  other  drug.” 

Dr.  George  Meyer,  of  Berlin,  says :  “  The  odourlessness  of 

Aristol,  in  addition  to  its  other  properties,  renders  the  drug  most 
useful  in  the  treatment  of  soft  chancre.  Iodol,  which  is  odourless, 
has  by  no  means  the  specific  activity  of  iodoform  in  this  affection ; 
aristol,  on  the  other  hand,  has  at  least  the  same  power,  if  indeed 
it  does  not  surpass  iodoform.” — Messrs.  F.  Bayer  Sf  Co.,  Elberfeld. 
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12.— ON  TAILOR’S  CRAMP  AND  ITS  TREATMENT. 

By  G.  V.  Poore,  M.D.,  F.R.C.P.,  Physician  to  and  Professor  of 
Clinical  Medicine  at  University  College  Hospital,  London. 

There  are  many  diseases  which  are  caused  by  the  occupation  of 
the  patient.  These  might  be  divided  into  at  least  three  classes — 
viz. :  (1)  Irritant,  in  which  the  mechanical  or  chemical  irritation 
of  the  materials  with  which  the  workman  is  brought  in  contact  is 
the  cause  of  trouble.  Examples  are  found  in  the  eczema  of  the 
baker  or  grocer,  or  the  phthisis  of  the  stonemason  or  knife-grinder. 
(2)  Toxic,  in  which  some  poisonous  matter  is  absorbed  into  the 
blood.  Such  are  chronic  mercurialism  and  the  lead  poisoning  of 
plumbers  and  painters.  (3)  Fatigue  diseases,  in  which  the  constant 
repetition  of  some  muscular  movement  which  constitutes  the  very 
essence  of  the  trade  or  handicraft  produces  an  inability  to  perform 
such  movement.  The  most  common  example  of  this  last  class  is 
“  writer’s  cramp.” 

Case. — The  patient  is  a  tailor  aged  fifty-seven.  About  a  year 
ago,  he  began  to  experience  a  “  weakness  ”  of  the  right  thumb  and 
forefinger,  which  made  it  difficult  for  him  to  hold  his  needle,  and 
this  difficulty  increased  until  about  eight  weeks  ago,  when  he  was 
obliged  to  give  up  work.  We  talk  of  writer’s  cramp  when  there  is 
no  visible  cramp  or  spasm,  of  writer’s  palsy  when  there  is  no 
obvious  paralysis,  and  you  will  observe  in  this  case  that  after  a  few 
stitches  the  needle  eludes  the  grasp  of  our  tailor,  and  it  is  rather 
difficult  to  say  why.  The  needle  is  held  between  the  thumb  and 
forefinger.  The  metacarpal  bone  of  the  thumb  is  abducted  and 
partly  flexed  on  the  palm,  the  near  phalanx  is  slightly  flexed  on 
the  metacarpal  bone  and  slightly  rotated  towards  the  radial  side, 
while  the  far  phalanx  is  fully  extended,  so  that  the  phalangeal 
knuckle  makes  an  approach  to  a  re-entrant  angle.  (See  Figure.) 
The  needle  is  held  between  the  pulps  of  the  index  finger  and 
thumb,  and  in  order  that  these  points  may  be  in  apposition  the 
middle  and  far  phalanges  of  the  index  are  both  slightly  flexed,  and 
pressure  appears  to  be  maintained  by  the  flexion  of  the  near 
phalanx.  After  working  for  a  short  time  the  thumb  and  fore¬ 
finger  give  way,  the  needle  is  no  longer  grasped  with  sufficient 
firmness  to  push  it  through  the  fabric,  and  in  this  failure  the  most 
noticable  fact  which  an  observer  can  detect  is  the  giving  way,  as 
it  were,  of  the  phalangeal  joint  of  the  thumb,  the  extension  of  the 
far  phalanx  not  being  maintained. 

W  e  will  now  proceed  to  examine  the  patient  to  ascertain  why 
the  failure  takes  place,  and  in  order  to  do  this  satisfactorily  we 
must  have  him  stripped  to  the  waist.  Having  done  this,  we  first 
determine  that  there  is  no  sign  of  hemiplegia,  however  slight.  It 
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is  important  to  determine  this  fact,  because  it  often  happens  that 
the  failure  to  execute  some  delicate  manipulation  constitutes  the 
one  lingering  sign  of  an  otherwise  scarcely  noticeable  hemiplegia. 
We  next  look  carefully  to  the  movements  of  the  scapula,  because 
any  want  of  firmness  in  the  scapula  necessarily  entails  a  corres¬ 
ponding  want  of  firmness  and  certainty  in  the  use  of  the  hand. 
The  movements  of  the  arm  and  forearm  likewise  appear  normal. 
There  is  no  wasting  of  muscles,  no  change  in  the  knee-jerks,  no 
sign  of  ataxy  in  the  legs  or  arms.  There  is  no  tremor  of  the 
hands  or  arms,  or  lower  limbs.  The  trunk  of  the  right  median 
nerve  is  distinctly  tender.  I  find  also  that  there  is  a  very  tender  spot 
in  front  of  the  right  wrist  just  where  the  median  enters  the  palm, 
and  a  third  tender  spot  in  the  palm  itself  at  the  base  of  the  thenar 
eminence.  There  thus  appear  to  he  well  marked  tenderness  over 
the  trunk  and  branches  of  the  median  nerve  in  the  forearm  and 


palm.  There  is  no  similar  tenderness  over  the  musculo-spiral  or 
ulnar  nerve.  The  sensation  of  the  right  hand  appears  to  he  duller 
(front  and  hack)  than  on  the  left,  but  this  blunting  of  common 
sensibility  is  especially  marked  in  the  “  median  ”  area  of  the  palm, 
and  the  patient  distinctly  states  that  sensation  is  far  more  acute  on 
the  ulnar  side  of  the  right  ring  finger  than  on  the  radial  side. 
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This  impairment  of  sensation  is  slight  in  degree,  but,  if  carefully- 
looked  for,  is  perfectly  evident.  We  have  so  far  shown  that  the 
right  median  nerve  is  tender,  and  that  its  sensory  functions  are 
impaired.  Looking  more  closely  to  the  hand,  we  find  no  wasting 
of  muscle,  no  impairment  in  the  strength  of  rapid  movements,  no 
enlargement  of  joints,  no  creaking  about  the  wrist,  no  ten  do- 
synovitis,  or  other  trouble  interfering  with  the  freedom  of  move¬ 
ment  of  the  tendons.  The  muscles  of  the  ball  of  the  right  thumb 
are  perhaps  harder  to  the  touch  than  those  of  the  left  side,  but  the 
difference  is  not  very  marked. 

The  result  of  faradic  investigation  shows  a  very  distinct  impair¬ 
ment  of  irritability  of  the  first  dorsal  interosseous  and  the  muscles 
of  the  thenar  eminence  on  the  right  side.  Now  it  is  obvious  that 
the  muscles  in  which  we  are  able  to  demonstrate  this  impaired 
irritability  are  precisely  those  which  are  essential  for  holding  the 
needle  ;  for  keeping  the  needle  firm  between  the  pulps  of  the  thumb 
and  index,  the  muscles  of  the  thenar  eminence  and  the  first  dorsal 
interosseous  are  precisely  those  which  are  employed.  Duchenne 
pointed  out  that  the  muscles  of  the  ball  of  the  thumb  are  analogous 
to  the  interossei  muscles  in  the  fact  that  their  action  is  to  flex  the 
near  and  extend  the  far  phalanx.  The  radial  head  of  the  short 
flexor  and  the  abductor  pollicis  may  be  regarded  as  functionally 
one.  These  maintain  the  thumb  in  the  needle  position ;  they  are 
markedly  deficient  in  irritability,  and  the  giving  way  ”  of  the 
phalangeal  angle  is  due  mainly  to  the  failure  of  these  muscles  to 
remain  contracted.  The  first  dorsal  interosseous  is  similarly 
deficient  in  irritability,  and  there  is  no  doubt  that  the  impaired 
condition  of  these  muscles  as  demonstrated  by  electricity  is  amply 
sufficient  to  account  for  the  “  professional  impotence  ”  of  our  tailor. 

The  condition  is  brought  about  by  excessive  work  and  the 
electrical  reactions  are  those  of  fatigue,  so  that  we  are  quite 
justified  in  talking  of  the  condition  as  one  of  “  chronic  fatigue,” 
especially  as  such  a  term  does  not  involve  any  assertion  as  to  the 
histology  of  the  implicated  muscles  or  nerve. 

Next  a  few  words  as  to  treatment,  and  as  this  patient  has  greatly 
improved  since  he  has  been  under  observation,  I  will  recount  what 
has  been  done  for  him.  In  the  first  place,  he  has  been  ordered  to 
desist  from  his  occupation,  rest  being  the  most  essential  part  of  the 
treatment.  Rest  from  the  occupation  which  has  brought  about  the 
trouble  is  sufficient.  There  is  no  need  to  put  the  arm  in  a  sling,  as 
is  occasionally  done.  No  harm  will  result  in  this  case  from  the  use  of 
the  arm  for  all  ordinary  purposes  so  long  as  the  fatigue  of  the  thenar 
muscles  and  the  first  dorsal  interosseous  be  not  intensified  by 
excessive  use  of  the  needle.  After  rest  the  next  step  in  treatment 
is  to  diminish  the  tenderness  of  the  nerve  trunks,  and  to  this  end 
we  placed  three  blisters  over  the  tender  points  along  the  course  of 
the  median  ;  as  a  result  of  this  the  tenderness  has  now  almost  com- 
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pletelv  disappeared.  My  experience  of  these  cases  has  led  me  to 
consider  that  it  is  very  undesirable  to  use  electricity  or  massage  for 
the  muscles  so  long  as  the  nerve  trunks  are  tender,  and  if  this  be 
done  I  believe  there  is  no  little  risk  of  making  the  patient  worse 
rather  than  better.  "When,  however,  any  nerve  tenderness  which 
may  have  been  present  has  been  removed  by  blistering,  we  may 
have  recourse  to  electricity  or  massage  with  a  fair  chance  of 
benefiting  the  patient. 

The  use  of  electricity  is  attended  by  good  results  in  a  fair  pro¬ 
portion  of  these  cases.  The  galvanic  current  must  be  employed, 
and  not  the  induced  current.  The  latter  produces  strong  tetanic 
contractions  of  the  muscles,  and  is  apt  to  intensify  the  fatigue 
which  it  is  sought  to  allay.  It  is  possible  that  an  occasional 
application  of  the  faradaic  current  may  do  good  by  quickening  the 
blood  and  lymph  currents  in  the  muscle,  but  anything  like  a  con¬ 
tinued  employment  of  this  form  of  electricity  is  calculated  to  do 
harm.  With  the  continuous  galvanic  current,  used  of  a  strength 
sufficient  to  redden  the  skin  and  produce  a  slight  movement  in  the 
muscles,  it  is  otherwise.  The  refreshing  effect  of  this  current  when 
applied  to  acutely  fatigued  muscles  is  very  remarkable.  The  same 
refreshing  effects  are  observed  when  the  current  is  used  for  the 
relief  of  these  chronic  fatigue  diseases,  and  I  strongly  advocate  its 
employment  in  cases  where  the  irritability  of  the  muscles  is  lessened 
and  the  nerve  trunks  are  not  tender.  The  employment  of  massage 
is  very  beneficial,  but  it  must  be  used  with  judgment,  and,  like 
electricity,  it  must  not  be  used  while  there  is  any  tenderness  of  the 
nerve  trunks. 

In  any  case  the  result  of  treatment  in  this  case  has  been  very 
encouraging,  and  the  combination  of  rest,  blisters,  electricity,  and 
massage  has  had  the  effect  of  bringing  the  muscles  to  something 
like  their  normal  condition  again,  and  the  patient’s  power  of  sew¬ 
ing  is  very  greatly  increased. 

Internal  remedies  are  not  unimportant  in  these  cases.  The 
general  health  must  be  attended  to,  and  any  derangement  in  the 
functions  of  internal  organs  be  rectified  if  possible.  There  is  one 
specific  remedy  which  I  very  often  prescribe,  and  from  which  I 
think  I  have  seen  good  results.  This  is  arsenic  combined  with 
iodide  of  potassium.  Our  patient  is  taking  one  grain  of  the  latter 
combined  with  two  minims  of  liquor  arsenicalis  three  times  daily. 
It  is  difficult  to  say  which  of  our  remedial  measures  has  been  most 
beneficial,  but  there  is  no  doubt  as  to  his  very  great  improvement. 
I  believe  this  to  be  the  only  true  case  of  “tailor’s  cramp”  that  I 
have  ever  seen.  I  have  seen  many  tailors  who  had  a  difficulty 
in  the  use  of  the  needle,  but  in  all  of  the  cases  the  difficulty 
was  only  an  accidental  complication,  so  to  say,  of  some  other 
trouble,  such  as  alcoholism,  hemiplegia,  paralysis  agitan?,  or  loco¬ 
motor  ataxia. — Lancet ,  August  16,  1890,  p.  327. 
vol.  cn.  M 
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13.— ON  SLEEP-NUMBNESS,  NOCTURNAL  PARESIS  OR 

PARALYSIS. 

By  S.  Weir  Mitchell,  M.D.,  LL.D.,  Philadelphia. 

As  sleep-numbness,  this  disorder  has  become  familiar  since  1 
described  it  in  February,  1876,  and  later  more  fully  in  my  book  in 
1882.  Since  then  Dr.  Andrew  IT.  Smith,  in  this  country,  and  Dr. 
Saundby,  in  England,  have  written  of  it  anew  ;  the  former  as  an 
undescribed  neurosis,  and  the  latter  without  full  knowledge  of 
what  had  already  been  written.  Dr.  Saundby  thinks  I  appear  to 
have  recognized  this  condition,  but  is  of  the  opinion  that  the  name 
I  gave — nocturnal  hemiplegia — in  view  of  the  very  temporary  loss 
of  power,  is  not  very  appropriate.  In  fact,  I  described  pronounced 
cases  chiefly,  and  their  duration  had  nothing  to  do  with  the 
nomenclature. 

In  general,  functional  day-numbness  (as  I  and  others  have  des¬ 
cribed  it),  whether  neurotic,  anaemic,  gouty,  diabetic,  atonic,  or 
asthenic,  is  apt  enough  to  repeat  itself  at  night  in  sleep.  But  there 
are  people  who  never  have  day  numbness,  and  who  are,  neverthe¬ 
less,  liable  to  awaken  with  this  interesting  neurosis. 

Definitions  of  it  do  not  admit  of  sharp  boundaries.  It  may  be 
local,  transient,  a  slight  numb  feeling,  a  faint  tingling  of  the 
fingers,  of  a  leg,  or  of  one  side ;  or  else  it  may  be  intense,  and 
present  us  with  paresis  and  real  defects  of  the  touch-  and  pain-sense. 
In  another  case  it  may  show  itself  as  an  alarming  monoplegia, 
or  distinct  hemiplegia,  lasting  a  few  moments,  or  growing  worse 
during  hours.  Again,  it  may  involve  the  whole  body,  but  is  then 
apt  to  be  less  severe  than  are  the  hemi-  or  monoplegic  forms. 
Yet,  are  they  all  akin  ?  I  have  seen  several  of  them  in  one  per¬ 
son  ;  at  this  time  slight  numbness,  and  at  that,  hemiplegia 
alarmingly  positive,  with  marked  loss  of  power  and  with  lessened 
sensibility.  For  Dr.  Andrew  A.  Smith,  waking-numbness  is  a 
parsesthesia  at  the  exit  from  sleep,  and  “  in  this/’  he  says,  “  there 
is  nothing  added,  and  nothing  taken  away.”  But  these  subjective 
states,  which  to-day  are  mere  tingling  or  formication,  may  to¬ 
morrow  deepen  into  the  semblance  of  hemiplegia,  with  distinct 
loss  of  sensation.  It  is  only  a  question  of  degree.  The  neuras¬ 
thenic,  the  hysterical,  the  tobacco-poisoned,  the  gouty,  the 
dyspeptic,  are  liable  to  awaken  with  numbness,  tingling,  dys£es- 
thesia  of  a  part,  or  of  both  hands,  or  of  a  side.  It  goes  off  in  a 
few  minutes.  More  rarely,  there  is  distinct  weakness  of  an  arm 
or  a  side,  with  dyssesthesia,  very  rarely  with  complete  loss  of  feeling. 
In  every  case  where  there  is  lessened  or  lost  motility,  the  sense  of 
touch  is  also  interfered  with.  And  so  it  is  that  we  may  have 
various  degrees  of  disturbance  from  faint  tingling  to  profound 
temporary  dyssesthesia  and  defects  of  power  from  paresis  up  to  a 
brief  simulation  of  paralysis.  Were  the  worst  of  these  simulations 
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to  last,  they  would  he  grave  enough,  and,  in  fact,  it  does  sometimes 
happen  that  such  states  as  I  describe  may  even  deepen  in  intensity 
after  the  patient  is  fully  awake.  In  some  patients  they  recur  night 
after  night,  attack  both  hands  or  both  sides  on  successive  nights, 
or  occur  at  intervals  for  years.  I  may  add  that  I  have  sometimes 
seen  this  symptom  in  men  apparently  vigorous,  and  that  it  also 
occurs,  now  and  then,  in  those  who  have  multiple  cerebral 
aneurisms  or  endarteritis.  I  have  seen  it,  too,  over  and  over,  in 
convalescent  hemiplegics.  They  awaken  with  the  palsy  worse,  a 
functional  condition  being  for  a  time  added  to  that  which  had  an 
organic  cause,  or  the  sound  side  suffers,  to  their  great  alarm. 

I  give  a  physician’s  story  of  his  attack:  11  Excessive  work,  with 
double  abuse  of  tobacco,  had  caused  day-numbness,  which  troubled 
the  ulnar  territories  most.  One  morning  I  awakened  with  transient 
numbness  of  the  whole  left  hand  with  no  true  loss  of  touch.  A 
week  later,  I  had  on  awakening  dysaesthesia,  with  pricking  of  the 
whole  right  side,  including  face  and  tongue.  I  arose,  found  leg  and 
arm  weak,  examined  sensation  in  the  finger-tips  and  recognized 
the  fact  that  with  scissor-points  applied  to  the  finger-cushions,  I 
could  not  be  sure  of  them  as  two  at  one-third  of  an  inch  separation. 
I  was  about  to  send  for  a  physician,  when  the  sense  of  tingling 
becoming  worse  in  the  extremities,  the  dysaesthesia  grew  less,  and 
in  two  hours  I  was  as  well  as  ever.” 

It  is  of  interest  that  he  soon  after  saw  a  case  of  waking¬ 
numbness  in  a  tobacco-using  patient,  whom  he  confidently  reas¬ 
sured,  stating  his  own  case.  In  fact,  however,  the  patient  owed 
his  numbness  to  unrecognized  diabetes,  and  it  ended  in  gangrene. 

The  history  of  numbness  in  all  its  grades  points  to  a  central 
origin,  but  that  it  may  arise  otherwise  is  also  clear.  In  some  cases 
of  neuritis  I  have  seen  night-numbness  as  a  first,  a  transient,  and 
a  repeated  symptom  preceding  the  pain  by  several  days. 

Some  years  ago,  whilst  writing  my  book  on  Nerve  Lesions,  I 
froze  my  right  ulnar  nerve  with  alcohol  at  0°  F.  For  ten  days 
afterwards  I  had  more  or  less  discomfort,  and  even  acute  pain,  but 
especially,  several  times,  a  positive  numbness  of  the  ulnar  territory 
with  which  I  awakened.  It  passed  off  with  friction  in  an  hour, 
but  was  much  worse  than  the  occasional  day-numbness,  which  my 
experiment  created.  Yet,  for  a  time,  it  was  purely  a  waking 
symptom  and  faded  swiftly.  The  more  profound  examples  of 
hemi-anaesthesia  with  paresis  as  post-somnic  states  are,  I  think, 
most  apt  to  involve  the  right  hemisphere.  I  recall  no  instance  of 
aphasic  accompaniments  in  the  rarer  left  brain  disturbances.  In 
their  varieties  these  symptoms  probably  represent  functional 
irritations  or  inhibitions  of  quite  various  parts  of  the  brain  ;  unlike 
their  hysteric  related  states,  they  are  felt  in  the  face  as  well  as 
below  it,  and  are  clinically  of  kin  to  the  functional  anaesthesias 
and  pareses  of  certain  migraines. 
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In  some  cases,  notably  in  hysteria,  waking-numbness  is  asso¬ 
ciated  with  pain  in  the  parts  affected,  or  there  are  also  parsesthetic 
expressions,  as  sense  of  constriction,  elongation,  etc.  At  times,  the 
sensation  resembles  the  furious  formication  of  aconite-poisoning. 

In  Dr.  Ormerod’s  paper  on  numbness  (which  is  the  best  of  the 
English  essays)  he  speaks  of  the  pain  suffered  by  some  of  his 
cases,  and  as  to  this  he  is  quite  correct.  In  fact,  there  are  those 
who  awake  with  pain  in  arm  or  leg,  or  both,  so  intense  as  to  make 
the  accompanying  numbness  seem  of  little  moment.  Pain  as  an 
accompaniment  is  mentioned  by  Sinkler,  but  not  as  being  severe  ; 
whereas  it  is  in  some  instances  of  waking-numbness  very  great. 

It  is  very  clear  that  a  vast  range  of  disease  or  disorder  seems 
capable  of  causing  night-palsy  in  its  variety  of  degree.  As 
concerns  the  cause,  there  is  difference  of  opinion,  from  those  who 
look  upon  it  as  due  to  rare  somnic  phases  of  the  vessels  of  the 
brain  to  those  who  see  in  it,  like  Fere,  a  deficiency  of  physiolo- 
logical  excitation — “  paralysis  from  irritation.”  Reflex  it  surely  is 
at  times,  and  local  or  peripheral  rarely.  As  to  treatment,  it  is 
folly  to  discuss  it.  It  means  anything  from  the  treatment  of 
neurosis  to  that  of  gout,  renal  insufficiency,  diabetes,  and  what 
not. — American  Journal  of  Medical  Sciences ,  Aug.,  1890,  p.  114. 


14. — ON  HEAD-NODDING  AND  HEAD-JERKING  IN  CHILD¬ 
REN,  COMMONLY  ASSOCIATED  WITH  NYSTAGMUS. 

By  W.  B.  Hadden,  M.D.  Lond.,  F.H.C.P.,  Assistant  Physician 
to  St.  Thomas’s  Hospital,  London. 

[Dr.  Hadden  publishes  the  following  cases,  the  details  of  which 
are  not  here  reproduced  : 

Case  1. — F.  Seven  months.  Nodding  of  head  with  occasional 
lateral  movements;  vertical  nystagmus;  attacks  of  unconscious¬ 
ness,  with  deviation  of  eyes,  etc.  Arrest. 

Case  2. — M.  Ten  months.  Head-jerking,  chiefly  from  side  to 
side;  horizontal  nystagmus;  attacks  of  unconsciousness  ;  throwing 
back  of  head  to  look  at  objects.  Arrest. 

Case  3. — F.  Eight  months.  Side-to-side  movements  of  head 
after  head  injury  ;  subsequent  occurrence  of  nystagmus  ;  peculiar 
method  of  looking  at  objects;  rickets;  convulsions;  fits  of  laughter. 

Case  4. — Vertical  nystagmus  of  one  eye  following  head  injury  ; 
side-to-side  movements  of  head.  Four  months  later:  peculiar 
methods  of  looking  at  objects ;  two  relapses  after  falls  on  the  head. 

Case  o. — Lateral  nystagmus  following  a  severe  head  injury ; 
recurrence  after  a  year  with  occasional  head  movements  ;  peculiar 
method  of  looking  at  objects  ;  convulsions ;  mental  change.] 

In  most  of  the  text-books  on  diseases  of  infancy  and  children 
allusion  is  made,  though  very  briefly,  to  the  class  of  disease  which 
I  am  about  to  discuss.  This  condition  has,  I  believe,  been  often 
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confused  with  a  special  variety  of  epilepsy  known  as  eclampsia 
nutans  or  the  salaam  convulsion.  In  this  affection  there  occurs  a 
bowing  of  the  head  and  upper  part  of  the  body  many  times  in  rapid 
succession.  The  movements  take  place  in  distinct  attacks,  during 
which  consciousness  is  disordered  or  lost.  It  is  said  that  these 
patients,  as  a  rule,  become  the  subjects  of  ordinary  convulsive 
epilepsy.  In  one  of  my  cases  of  head-jerking,  the  mother  gave  a 
history  which  suggested  the  salaaming  convulsion,  but  I  never  saw 
the  movements  myself  either  in  this  child  or  in  any  other  of  my 
patients.  Henoch,  however,  describes  a  case  in  which  the  whole 
body  was  bowed  forward  as  well  as  the  head.  From  the  history  I 
should  imagine  the  case  was  one  of  true  eclampsia  nutans.  I  shall 
have  occasion  to  speak  of  the  supervention  of  momentary  attacks 
of  unconsciousness,  often  associated  with  deviation  of  the  eyes,  in 
some  of  these  cases  of  head-jerking.  Without  denying  the  pos¬ 
sibility  of  an  alliance  between  eclampsia  nutans  or  the  salaam 
convulsion  and  the  cases  now  under  consideration,  I  wish  to  make 
it  clear  that  my  remarks  refer  only  to  the  latter  class.  For  the 
sake  of  clearness,  I  shall  avoid  also  the  terms  nodding  spasm, 
spasmus  nutans,  and  eclampsia  rotans. 

Broadly  stated,  my  cases  are  characterised  by  nodding  or  lateral 
movements  of  the  head,  either  singly  or  associated  with  one 
another  or  with  movements  of  rotation.  Further,  these  move¬ 
ments  may  be  almost  constant,  or  may  occur  more  especially 
during  efforts  at  fixation  or  during  excitement,  always  ceasing 
during  sleep  and  when  lying  down.  In  most  cases  there  is  nystag¬ 
mus  of  one  or  both  eyes,  vertical,  horizontal,  or  rotatory,  often  occur¬ 
ring  simultaneously  with  the  onset  of  the  head  movements,  but 
sometimes  preceding  or  following  them.  The  nystagmus  is  much 
more  rapid  than  the  head  movements,  and  has  an  independent 
rhythm ;  it  is  aggravated  by  attempts  at  fixation  or  by  forcibly 
restraining  the  head,  and  may  even  be  induced,  when  previously 
absent,  by  these  means.  It  will  be  evident  from  this  description 
that  in  some  features  these  cases  may  have  points  of  difference ; 
but  the  variations,  in  my  judgment,  are  not  essential,  and  do  not 
permit  a  separation  into  distinct  classes  of  disease.  I  admit,  how¬ 
ever,  that  there  are  cases  of  nystagmus  unassociated  with  head 
movements,  the  nature  of  which  it  is  hard  to  explain. 

The  majority  of  my  cases  had  been  suckled,  and  there  was  no 
evidence  that  any  faulty  method  of  feeding  had  any  determining 
influence.  Out  of  eleven  cases  only  two  showed  signs  of  rickets, 
and  in  neither  was  the  condition  extreme.  In  one,  a  child  of 
eight  months  (Case  3),  dentition  had  not  begun  ;  in  the  other,  a 
child  of  eleven  months,  the  lower  central  incisors  only  were 
present,  and  their  appearance  three  months  previously  coincided 
with  the  onset  of  the  head  and  eye  movements. 

In  the  majority  of  Henoch’s  cases  dentition  figures  as  a  frequent 
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exciting  agent.  He  clearly  attaches  considerable  importance  to 
this  process,  although  he  suggests  the  possible  influence  of  other 
forms  of  reflex  irritation.  There  is  no  doubt  that  head-jerking 
may  appear,  or  be  aggravated  when  teething  is  active.  With  full 
mental  reservation  the  disease  may  be  described  as  an  affection  of 
the  first  dentition,  but  it  is  not  essentially  a  disorder  of  dentition. 
There  are  various  conditions  which  appear  to  have  a  predisposing 
or  aggravating  influence.  For  example,  in  one  of  my  cases  the 
jerking  came  on  during  whooping  cough ;  in  another  (Case  3) 
there  was  a  relapse  after  measles,  and  in  another  aggravation  of 
the  movements  during  an  attack  of  aphthous  stomatitis.  It  is 
interesting  to  note  that  in  nearly  all  my  cases  the  general  health 
was  very  good  and  the  children  remarkably  good  tempered ;  hut 
the  occurrence  of  any  temporary  debilitating  condition  had  an 
aggravating  effect  on  the  movements.  To  revert  to  dentition,  I 
may  say  that  it  is  possible  that  this  process,  as  Henoch  believes, 
may  be  an  important  exciting  agent.  I  have  seen  instances,  how¬ 
ever,  in  which  it  had  no  influence  either  in  aggravating  or  in 
causing  the  movements.  An  argument,  which  in  my  mind  has 
some  weight  against  dentition  as  a  cause,  is  the  absence  in  most 
of  my  cases  of  the  usual  signs,  local  and  general,  of  disturbed 
dentition.  Head-jerking,  moreover,  may  make  its  appearance  at 
an  age  when  teething  is  not  active.  In  Case  1  nystagmus  was 
noticed  as  early  as  six  weeks  after  birth,  the  head  movements 
supervening  two  weeks  later.  Dr.  Gee  mentions  a  case  in  which 
the  affection  was  even  earlier.  Without  attaching  any  undue  im¬ 
portance  to  the  fact,  I  may  mention  that  occasionally  teething  is 
late  and  slow  in  head-jerking  apart  from  rickets.  The  occurrence 
of  head  injury  in  three  of  my  patients  was  striking.  Cases  3,  4, 
and  5  certainly  warrant  the  assumption  that  injury  to  the  head  is 
an  occasional  antecedent  or  aggravating  agent.  I  obtained  a  his¬ 
tory  of  falls  in  four  other  instances,  but  I  satisfied  myself  that  no 
causative  influence  could  be  attached  to  them.  I  must  mention 
that  of  these  seven  cases  in  which  falls  occurred,  four  patients  had 
the  peculiar  method  of  looking  at  objects  to  which  I  have  alluded. 
It  may  be,  therefore,  that,  in  some  cases  at  least,  the  falls  were  due 
to  visual  impairment  or  to  vertigo.  There  was  no  history  of  falls 
in  five  cases.  Without  drawing  any  inference,  which  would  not 
be  justified  from  a  few  cases,  I  may  state  that  eight  of  my  patients 
were  females  and  four  males.  The  onset  of  the  disorder  was 
noted  in  all  the  patients.  In  one,  already  alluded  to,  the  nystag¬ 
mus  occurred  at  six  weeks,  the  head  movements  at  two  months. 
Of  the  other  cases,  the  onset  in  one  was  noted  between  three  and 
four  months,  in  two  at  six  months,  in  three  between  seven  and 
nine  months,  in  one  at  ten  months,  in  one  at  twelve  months,  in  two 
at  fourteen  months,  and  in  one  at  sixteen  months.  In  the  majority 
of  cases,  then,  the  affection  began  between  the  ages  of  six  and 
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twelve  months,  and,  after  a  perusal  of  other  recorded  cases,  I 
should  judge  this  to  be  the  period  of  greatest  liability.  One  of 
Henoch’s  patients,  evidently  exceptional,  was  three  years  of  age. 
Most  commonly  the  onset  of  the  head  movements  and  nystagmus 
are  simultaneous  ;  but  this  is  by  no  means  invariable.  In  Case  ] 
the  head-jerking  came  on  two  weeks  after  the  nystagmus,  in  Case 
4  not  until  four  months,  and  in  Case  5  the  movements  of  the  head 
were  only  slight  and  occasional,  and  did  not  occur  until  a  year 
after  the  first  onset  of  the  symptoms.  In  Case  3  the  nystagmus 
did  not  appear  until  ten  days.  In  a  child  eighteen  months  old, 
who  had  had  nodding  and  lateral  head  movements  for  a  year 
without  a  day’s  intermission,  no  nystagmus  was  ever  seen.  The 
head-jerking,  however,  was  preceded  by  lateral  deviation  of  the 
eyes  (the  casein  which  Mr.  Gunn  suggested  an  alliance  to  epilepsy). 
The  course  and  duration  of  these  cases  of  head-jerldng  are  subject 
to  variations.  Sometimes  the  movements  cease  in  a  few  weeks, 
but  often  there  is  a  marked  tendency  to  relapse  under  the  in¬ 
fluence  of  causes,  to  some  of  which  reference  has  been  made.  The 
nystagmus  usually  persists  longer  than  the  head  movements,  and 
may  recur  even  after  an  interval  of  several  months.  Case  2  was 
examined  twenty-one  months  after  he  was  first  seen,  and  it  was 
found  that  he  was  quite  free  from  movements  of  any  kind.  In 
Case  4,  on  the  other  hand,  the  nystagmus  was  still  present  after  a 
period  of  seventeen  months.  Of  some  of  my  cases  I  cannot  speak 
definitely,  as  they  are  still  under  observation.  In  Dr.  Gee’s  first 
case  the  child  was  found  to  be  strong  and  healthy  at  the  age  of 
twelve.  I  have  mentioned  the  occasional  occurrence  in  a  few 
instances  of  mental  change,  but  I  cannot  say  if  this  is  likely  to 
persist.  Most  of  my  cases  were  treated  with  bromide  of  potassium, 
sometimes  combined  with  belladonna.  Cod-liver  oil,  steel  wine, 
and  occasional  remedies  suggested  by  intestinal,  bronchial,  and 
other  symptoms  were  also  administered.  In  dealing  with  these 
cases  the  tendency  to  aggravation  or  relapse  under  the  influence  of 
various  conditions  should  be  borne  in  mind,  and  treatment  adopted 
accordingly.  My  impression  is  that  bromide  of  potassium  has  a 
beneficial  effect  in  some  instances. 

It  now  remains  for  me  to  discuss  the  nature  of  these  cases.  On 
this  subject  Henoch  remarks :  u  From  an  anatomical  and  physio¬ 
logical  point  of  view,  the  frequent  combination  with  nystagmus, 
less  commonly  with  strabismus,  is  interesting.  This  combination 
has  also  been  mentioned  by  other  observers  (Ebert  and  Demme), 
and  seems  to  indicate  that  the  root-nuclei  of  the  spinal  accessory 
and  of  the  upper  spinal  nerves  supplying  the  affected  muscles  of 
the  throat  and  neck  stand  in  a  very  close  relation  to  those  of  the 
ocular  nerves  (oculo-motorius).”  Dr.  Hughlings  Jackson  has 
recently  suggested  that  these  cases  are  a  variety  of  spinal  or  spinal- 
system  chorea — a  symptomatic  condition  allied  to  canine  chorea. 
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Whilst  agreeing  with  the  views  of  these  two  well-known  obser¬ 
vers,  I  believe  the  real  nature  of  this  affection  may  he  further 
elucidated  by  an  appeal  to  the  evolution  of  purposive  movements 
in  the  infant.  The  first  acquired  voluntary  movements  in  the 
young  child  are  those  of  the  head  and  eyeballs.  Although  so 
early  as  six  weeks  a  child  will  follow  an  object  with  his  eyes,  the 
movements  at  this  time  are  imperfect  and  irregular.  It  is  not 
until  about  the  fourth  month  that  the  movements  of  the  head  and 
eyes  become  harmoniously  associated,  and  for  a  considerable  period 
subsequently  ataxic  movements  may  be  seen  when  the  head  is 
moved  voluntarily.  In  other  words,  here  we  have  a  purposive 
movement,  which,  although  acquired  in  some  measure  at  an  early 
period,  is  not  fixed.  In  the  disorder  which  I  have  been  considering 
I  believe  there  is  a  dissolution,  or  rather  disarrangement,  of  move¬ 
ment.  In  nearly  all  my  cases  the  children  were  notably  good- 
tempered,  and  their  intelligence  was  probably  above  the  average. 
I  put  aside  those  instances  in  which  some  change  in  the  mental 
state  was  observed  after  the  lapse  of  a  considerable  period.  Tn  a 
few  cases  it  was  found  that  the  child  took  notice  early.  These 
observations  were  made  before  the  interpretation  which  I  suggest 
had  occurred  to  me.  If  it  be  true  that  evolution  in  some  of  these 
children  is  more  than  usually  rapid,  it  is  likely  that  the  move¬ 
ments  of  the  head  and  eyes  are  precocious,  and  hence  there  is 
additional  liability  to  dissolution.  It  is  interesting  to  compare 
these  head  movements  in  children  with  the  tremors  of  the  head, 
which  often  occur  in  aged  people.  I  have,  indeed,  seen  cases  in 
adults  which  resemble  very  closely  the  head-nodding  and  head- 
jerking  of  children.  Quite  lately  I  observed  in  a  woman  of  sixty 
lateral  tremors  of  the  head  associated  with  occasional  deviation 
from  spasm  of  one  sterno-mastoid.  There  was  no  nystagmus,  and 
consciousness  during  deviation  was  unaltered.  The  occasional 
occurrence  of  deviation  of  the  head  and  eyes  with  loss  of  con¬ 
sciousness  recorded  in  some  of  my  cases  I  believe  to  be  of  an 
epileptic  nature.  These  seizures  point  to  instability  of  motor 
centres  above  the  nuclei  in  the  spinal  cord  and  fourth  ventricle,, 
presumably  in  the  cerebral  cortex. — Lancet,  June  14  and  28, 
1890,  pp.  1293,  1417. 


15.— ON  POST-EPILEPTIC  UNCONSCIOUS  AUTOMATIC 

ACTIONS. 

By  Walter  S.  Colman,  M.B.,  M.B.C.P.,  Registrar  and  Path¬ 
ologist  to  the  National  Hospital  for  the  Paralysed  and  Epileptic. 

In  a  typical  epileptic  fit  three  distinct  stages  may  be  distinguish¬ 
ed  :  (1)  Sudden  loss  of  consciousness,  with  or  without  warning 
(2)  convulsion,  first  tonic,  and  then  clonic  ;  (3)  a  longer  or  shorter 
period  of  continued  unconsciousness,  without  convulsion.  If  & 
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large  number  of  cases  be  taken,  we  find  great  variation  in  the 
degree  in  which  of  these  stages  is  present.  In  some,  for  example, 
the  convulsion  may  be  severe,  and  the  recovery  of  consciousness 
rapid ;  while  in  others,  although  the  convulsion  may  be  slight,  the 
patient  may  remain  in  a  state  of  unconsciousness  for  some  time. 
Again,  in  the  condition  of  petit  mal,  consciousness  may  not  be 
lost,  but  may  merely  be  “  defective,”  and  the  stage  of  convulsion 
may  be  slight,  or  altogether  absent,  and  so  on.  The  object  of  this 
paper  is  to  draw  attention  to  some  special  variations  of  the  third 
stage,  in  which  the  convulsion  has  ceased,  but  consciousness  has 
not  been  restored.  I  am  indebted  to  I)r.  James  Anderson  and  Dr. 
Tooth  for  permission  to  quote  several  cases  illustrating  the  different 
varieties.  The  duration  of  this  stage,  as  is  well  known,  is  very 
variable.  Frequently  it  is  prolonged  and  so  deep  as  to  be  spoken 
of  as  coma,  in  other  cases  it  passes  insensibly  into  normal  sleep,  and 
in  others  it  is  only  momentary.  As  a  rule,  the  patient  lies  perfectly 
still  during  this  stage  with  all  his  muscles  relaxed.  Occasionally, 
however,  without  in  the  least  recovering  consciousness,  the  patient 
may  perform  automatic  acts  of  great  complexity.  He  may  talk, 
run  about  aimlessly  or  in  a  fixed  direction,  and  may  become  violent 
or  even  homicidal.  This  stage  in  these  cases  may  last  from  a  few 
seconds  to  several  hours,  and  on  recovering  consciousness  the  patient 
has  not  the  slightest  recollection  of  what  he  may  have  been  doing. 
Dr.  Flughlings  Jackson  regards  this  condition  as  analogous  to  the 
paralysis  of  the  affected  limb,  which  is  seen  after  epileptiform  fits. 
He  thinks  that  there  is  exhaustion  of  the  “  highest  ”  (intellectual) 
centres  in  the  brain,  and  that,  in  consequence,  the  normal  control 
is  taken  off  the  lower  centres.  The  condition  is  usually  spoken  of 
as  the  post-epileptic  state.  It  certainly  is  subsequently  to  the  con¬ 
vulsion,  but  should,  strictly  speaking,  be  regarded  as  the  closing 
stage  of  the  fit. 

It  is  most  important  to  bear  in  mind  that  these  automatic  actions 
may  occur,  not  only  after  severe  epileptic  fits,  but  quite  as  frequently 
after  minor  seizures  (petit  mal)  in  which  there  may  be  nothing  to 
attract  the  notice  of  anyone  that  there  is  anything  the  matter  with 
the  patient,  who  suddenly  loses  consciousness  but  does  not  fall,  and 
immediately  performs  acts  which  are  without  reason,  often  grotesque, 
and  not  infrequently  criminal.  This  is  well  illustrated  by  the 
following  case.  A  clerk  in  the  city,  who  had  been  attending  at 
Queen  Square  Hospital  for  some  years  for  epilepsy  and  petit  mal, 
but  who  had  never  previously  performed  any  automatic  acts,  was 
one  dav  sent  to  a  merchant’s  office  where  he  had  never  been  before.. 
Almost  immediately  on  entering  he  recollects  experiencing  his  usual 
aura  of  an  attack  of  petit  mal,  but  remembers  nothing  further. 
It  appears  that  he  then  pushed  the  merchant  out  of  his  chair,  and 
sat  down  in  it  himself,  displaced  all  the  papers  on  the  desk  as  if 
searching  for  something,  got  up  without  taking  any  of  the  papers. 
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and  abruptly  left.  He  passed  safely  through  the  crowded  city  streets 
to  his  own  office,  and  then  only  did  he  recover  consciousness.  He 
went  back  on  his  errand,  but  had  the  greatest  difficulty  in  persuad¬ 
ing  the  merchant,  who  had  not  noticed  the  initial  attack  of  petit  mal, 
that  he  had  acted  unconsciously.  Had  he  taken  any  paper  of  value 
his  story  would  almost  certainly  have  been  disbelieved,  and  he 
would  probably  have  been  unable  to  clear  himself  from  a  charge  of 
wilful  theft.  These  automatic  actions  may  be  roughly  divided 
into  certain  groups. 

Cases  in  which  the  patient  merely  talks. — In  these  cases  there  is 
rarely  any  coherent  line  of  thought  to  be  detected.  Utterance  is 
usually  rapid  and  indistinct,  and  is  extremely  like  that  of  a  person 
talking  in  his  sleep.  Not  infrequently  there  is  some  word  or  phrase 
which  is  repeated  after  each  attack.  One  girl  who  used  to  have  as 
many  as  eighty  attacks  of  petit  mal  in  the  day,  used  to  say  “  Tsum, 
tsum,  tsum”  about  twenty  times,  and  then  abruptly  recover 
consciousness.  A  boy  who  had  frequent  fits  used  to  repeat  “  Forty, 
market,  corner,  book  ”  over  and  over  for  about  a  minute  after  each. 
In  France  cases  have  been  described  as  “arithmomaniacs,”  epileptics 
who  are  usually  of  weak  intellect  and  occupy  themselves  habitually 
with  simple  arithmetical  calculations.  At  the  close  of  a  fit  these 
patients  will  often  propound  some  problem,  such  as  the  number  of 
seconds  in  1,500  years,  &c. 

Cases  allied  to  somnambulism. — In  one  case  actual  somnambulism 
did  occur  after  each  nocturnal  fit.  The  patient,  a  boy,  was  subject 
to  slight  fits  during  sleep,  at  the  close  of  which  he  used  always  to 
get  up,  go  to  the  window,  open  it  and  close  it,  and  then  return  to 
his  bed,  without  recovering  consciousness  at  all.  In  another  case  a 
woman  more  than  once  got  up  and  went  out  into  the  street  in  her 
night  dress.  On  one  occasion  she  was  taken  to  the  police-station 
on  the  supposition  that  she  was  drunk.  Another,  a  man,  used  to 
get  up  after  each  nocturnal  fit,  put  on  his  clothes,  and  return  to  bed 
with  them  on.  If  he  did  not  find  his  own  clothes  he  put  on  those 
of  his  wife.  This  patient  used  also  to  perform  automatic  acts  after 
diurnal  fits.  He  used  to  brush  his  clothes  vigorously,  and  then 
u  tidy  ”  the  table  by  sweeping  anything  that  was  on  it  on  to  the 
floor.  Closely  allied  are  those  cases  in  which  the  patient  walks 
about  unconscious^  after  a  diurnal  fit  (either  severe  or  slight). 
One  such  patient,  on  several  occasions,  after  an  attack  of  petit  mal, 
walked  to  a  house  two  miles  off  which  he  had  occupied  three  years 
previously,  the  present  occupants  of  which  did  not  know  him. 
After  a  short  stay  he  would  go  away,  and  not  recover  consciousness 
for  some  time  afterwards.  Another,  who  was  going  from  the  city 
to  Islington,  found  himself  on  the  platform  of  a  suburban  station 
to  which  he  had  no  object  in  sroing.  How  he  got  there  he  has  no 
recollection.  In  other  cases  (frequently  spoken  of  as  “  procursive 
■epilepsy  ”),  at  the  close  of  the  fit  the  patient  suddenly  springs  to 
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3iis  feet  and  runs  about  at  full  speed,  avoiding  all  obstacles.  If  re¬ 
strained  such  patients  may  become  extremely  violent,  as  in  a  case 
which  I  have  previously  recorded.  In  the  case  of  another  patient, 
whom  I  saw  with  Mr.  Jago  of  Barnsbury,  such  attacks  constituted 
seizures  of  petit  mal.  He  frequently  was  seized  with  a  sudden  un¬ 
controllable  impulse  to  run  at  full  speed,  which  he  had  to  keep  up 
for  a  minute  or  two. 

Actions  suggested  by  the  feeling  of  malaise. — This  feeling  of  malaise 
is  adopted  by  Dr.  Gowers,  in  his  classical  work  on  Epilepsy,  as  the 
explanation  of  those  cases  in  which,  at  the  close  of  a  fit,  patients 
commence  to  undress  themselves,  a  proceeding  which  has  given  rise 
to  unjust  charges  of  indecent  exposure  or  suggestion.  Another  of 
Dr.  Gowers’  patients  used  to  climb  up  a  dining-room  table  as  if  it 
were  a  flight  of  stairs.  He  regards  both  acts  as  the  outcome  of 
the  patient’s  desire  to  go  to  bed. 

Cases  of  so-called  “  kleptomania .” — It  is  not  at  all  uncommon  for 
epileptic  patients  to  transfer,  without  considerations  of  ownership, 
any  articles  which  may  be  lying  near  them  to  their  pockets.  They 
appear  to  be  guided  by  the  proximity  of  the  objects  and  not  by  their 
intrinsic  value — a  shaving  brush,  for  instance,  being  selected  quite 
as  soon  as  a  purse.  One  patient,  who  had  been  epileptic  for  some 
years,  on  one  occasion  had  an  attack  of  petit  mal  in  an  ironmonger’s 
shop.  He  then  placed  a  large  coal-scuttle  on  each  arm  and  deliber¬ 
ately  walked  out  of  the  shop  with  them.  There  is  usually 
no  attempt  to  select  articles,  anything  that  is  handy  being- 
stowed  away.  In  this  respect  the  epileptic  “  kleptomaniac  ”  is 
widely  removed  from  most  of  the  ‘‘kleptomaniacs’7  met  with  in 
the  police-courts. 

Violent  acts  after  epileptic  fits. — These  are  frequently  seen  in 
epileptic  patients  in  asylums,  and  are  often  the  cause  of  their  being 
placed  under  restraint.  In  these  cases  also  the  acts  of  violence  may 
occur  in  attacks  of  petit  mal,  and  may  therefore  be  quite  sudden, 
without  any  appreciable  warning  or  apparent  cause.  Undoubtedly 
many  murderous  assaults  have  been  committed  in  the  post-epileptic 
state,  without  their  automatic  character  being  recognised.  In  one 
case  under  my  observation  a  youth  aged  eighteen  several  times 
attempted  to  mutilate  his  genital  organs  after  an  epileptic  fit,  and 
on  another  he  almost  succeeded  in  doing  the  same  to  a  younger 
brother.  He  was  in  consequence  removed  to  an  asylum. 

Cases  in  which  patients  deliberately  micturate. — This  occurs  in 
these  cases,  not  as  a  part  of  the  general  convulsions,  but  as  an 
apparently  purposive  act  after  an  attack.  Thus,  Trousseau  mentions 
a  magistrate  who  on  one  occasion  was  observed  to  leave  his  court, 
go  into  the  council  chamber,  micturate  in  the  corner  of  it,  and  then 
return  to  his  own  seat  without  being  at  all  aware  of  the  action.  A 
•similar  tendency  wa3  present  in  the  case  of  a  respectable  girl, 
twenty  years  old,  who  came  under  observation  recently.  She  had 
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attended  the  hospital  for  twelve  months  for  ordinary  epileptic  fits' 
and  frequent  attacks  of  petit  mal,  consisting  chiefly  of  sudden  desire 
to  pass  urine.  Usually  the  sensation  had  been  transient,  and  she 
had  been  able  to  retain  control  over  her  bladder.  On  a  recent 
occasion,  however,  when  she  was  at  a  public  entertainment,  the 
attack  of  petit  mal  was  of  longer  duration  than  formerly,  and  while 
in  the  unconscious  condition  she  deliberately  lifted  her  clothes,  and 
began  to  void  urine  in  public  ;  and  it  was  with  the  greatest 
difficulty  that  her  friends  prevented  the  authorities  from  handing 
her  over  to  the  police.  Many  other  cases  might  be  quoted,  but  the 
foregoing  will  serve  to  illustrate  the  kind  of  actions  which  may 
occur  in  the  post-epileptic  state.  The  frequency  with  which  these 
phenomena  followed  attacks  of  petit  mal  impress  the  necessity  of 
exercising  great  caution  -when  called  upon  to  give  evidence  in  a 
police-court  or  elsewhere,  as  to  the  responsibility  of  a  person  for 
acts  of  this  description.  It  is  evident  from  these  cases  that  it  is  not 
sufficient  to  exclude  severe  epileptic  seizures,  but  a  liability  to 
petit  mal  must  also  be  inquired  for,  and  excluded,  before  it  can  be 
decided  that  criminal  and  other  acts  have  not  been  involuntary 
epileptic  phenomena.  At  the  same  time,  the  other  extreme  must 
be  carefully  avoided,  that  of  regarding  all  acts  of  violence,  &c.,  in 
epileptic  patients  as  involuntary.  Partly  owing  to  the  social 
isolation  which  is  so  often  their  lot,  and  partly  to  the  cerebral 
deterioration  which  so  frequently  occurs,  these  patients  may  become 
suspicious  and  irritable,  and  their  moral  sense  may  become  much 
blunted.  It  must  be  borne  in  mind  that  in  post-epileptic  pheno¬ 
mena  there  is  usually  no  motive  for  the  act,  and  there  is  often, 
something  grotesque  about  it ;  and  when  an  epileptic,  otherwise  in 
good  mental  condition,  steals  valuable  or  desirable  things,  or 
deliberately  commits  some  act  with  the  view  of  gaining  some 
advantage  for  himself,  one  should  be  very  slow  to  give  evidence 
that  such  acts  are  involuntary  and  part  of  an  epileptic  fit. — 
Lancet ,  July  5,  1890,  p.  14. 


16.— ON  THE  TREATMENT  OF  EPILEPSY  BY  BIBORATE 

OF  SODA. 

By  J.  S.  Risien  Russell,  M.B.,and  James  Taylor,  M.A.,  M.B.,  - 
House  Physicians  to  the  National  Hospital  for  the  Paralysed 
and  Epileptic,  Queen  Square,  London. 

The  object  of  this  paper  is  to  emphasise  a  fact  which  seems  to 
us  to  be  little  known — viz.,  the  value  of  biborate  of  soda  in  the 
treatment  of  epilepsy, — and  at  the  same  time  to  call  attention  to 
some  of  the  ill  effects  which  may  result  from  its  use.  We  are 
indebted  to  Dr.  Ramskill,  Dr.  Hughlings  Jackson,  and  Dr.  Gowers 
for  permission  to  publish  the  results  of  the  treatment  by  this  drug 
in  twenty  cases,  which  we  have  tabulated. 
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Our  cases  have  been  taken  at  random,  as  they  were  admitted 
into  the  hospital  quite  irrespective  of  age  or  the  length  of  time 
that  the  epilepsy  had  existed ;  and,  as  will  be  seen,  in  no  fewer 
than  eight  of  the  cases  the  patient  had  been  subject  to  fits  for 
more  than  ten  years.  In  nearly  all  the  cases  the  convulsive 
attacks  were  severe ;  in  the  majority  we  knew  that  bromide  had 
been  thoroughly  tried,  and  in  the  others,  though  we  had  no  direct 
evidence  that  this  was  also  the  case,  the  presumptive  evidence  in 
favour  of  it  was  very  strong. 

Case  14  was  that  of  a  young  man  whose  fits  were  only  con¬ 
trolled  by  such  large  doses  of  bromide  as  produced  severe  symptoms 
of  bromism.  As  smaller  doses  failed  to  influence  the  fits,  biborate 
of  soda  was  given,  and  the  patient  continued  to  take  the  drug  up 
to  the  time  he  left  the  hospital,  seven  weeks  later,  without  any 
ill-effect  and  without  having  any  fits. 

Case  7  is  that  of  a  boy  who  presented  distinct  evidence  of  con¬ 
genital  syphilis,  and  was  accordingly  put  upon  anti-syphilitic 
treatment  for  a  time  ;  but  as  the  fits  did  not  diminish  in  frequency 
or  severity,  this  method  of  treatment  was  abandoned,  and  the 
administration  of  biborate  of  soda  in  gradually  increasing  doses 
commenced.  The  result  was  most  marked,  as  in  a  day  or  two  he 
ceased  to  have  fits  and  had  no  more,  with  the  exception  of  two 
very  slight  ones,  up  to  the  time  when  he  was  discharged,  nine 
weeks  later. 

Case  12  shows  very  strikingly  the  effect  of  the  drug  in  a  bov 
aged  ten  years,  who  had  been  subject  to  fits  for  seven  years,  and 
who,  during  the  last  five  years,  had  been  having  three  or  four 
slight  fits  daily.  The  interval  between  the  attacks  became  grad¬ 
ual!  v  lengthened  until  six  weeks  after  the  treatment  was  com- 
menced.  He  had  no  more  fits  from  that  time  until  he  left  the 
hospital  three  months  later.  After  he  had  been  taking  the  medi¬ 
cine  for  a  month,  the  dose  being  then  120  grains  per  diem,  it  had 
to  be  discontinued  for  a  few  days  owing  to  sore  lips  and  tongue, 
together  with  slight  vomiting  and  abdominal  pain.  It  is  a 
remarkable  fact,  though  one  not  unfrequently  observed  in  this 
connection,  that  we  were  able  to  resume  the  administration  of  the 
drug  in  even  larger  doses  without  again  producing  any  vomiting  or 
abdominal  discomfort. 

In  Case  2,  although  the  patient,  a  young  woman  aged  thirty-two 
years,  had  no  fits  during  the  two  months  she  was  under  observa¬ 
tion,  yet  we  are  not  justified  in  drawing  any  conclusions  from 
this,  as  the  usual  interval  between  the  fits  had  been  two  months. 

Case  20  is  that  of  a  girl  who  had  been  subject  to  attacks  of 
petit  mal  for  ten  years.  Various  remedies  had  been  previously 
tried,  but  none  altered  the  frequency  of  the  attacks,  whereas  she  has 
been  free  from  fits  for  six  Aveeks  under  treatment  by  the  biborate* 
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Case  17  shows  the  effect  of  biborate  of  soda  where  bromide  of 
potassium  produced  little  or  no  effect. 

In  our  first  cases  we  commenced  with  thirty  grains  in  the 
twenty-four  hours,  and  pushed  it  up,  as  soon  as  possible,  to  180 
grains ;  but  we  found  that  nothing  was  gained  by  giving  such 
large  doses,  as  we  had,  in  consequence,  to  suspend  the  medicine 
very  frequently  owing  to  gastro-intestinal  disturbance,  and  thus 
lost  time.  Therefore  in  the  later  cases  we  have  been  contented 
with  thirty  grains  as  the  maximum  dose  given  three  times  a  day 
after  meals.  Though  this  drug  undoubtedly  possesses  the  power 
of  controlling  the  frequency  of  fits  in  many  cases,  and  oftentimes 
does  so  when  bromide  has  failed  or  cannot  be  given  in  sufficiently 
large  doses  without  producing  great  depression,  yet  its  administra¬ 
tion  is  attended  with  certain  unpleasant  symptoms,  to  which  we 
must  briefly  allude.  The  most  constant  of  these  is  an  affection  of 
the  lips,  which  in  its  most  typical  and  fully  developed  form  results 
in  swelling,  chiefly  of  the  lower  lip,  upon  which  small  vesicles 
make  their  appearance  and  then  become  larger  by  coalescence  ;  the 
contents  then  become  opaque  and  milky,  some  of  the  vesicles 
burst,  while  others  dry  up,  and  the  result  is  a  scaly  chapped  con¬ 
dition  of  the  lips  resembling  that  commonly  seen  in  cold  weather. 
Other  cases  develop  the  chapped  condition  without  the  previous 
formation  of  vesicles.  In  two  of  the  cases  the  tongue  became 
sore  and  denuded  of  its  epithelium  at  one  or  two  points. 

Two  of  the  cases  had  slight  eczematous  patches  on  the  skin  close 
to  the  angles  of  the  mouth,  in  addition  to  sore  lips,  and  one  of 
them  (Case  3),  a  little  girl  aged  four  years,  who  was  taking  twenty 
grains  in  the  twenty-four  hours,  had,  in  addition,  an  inflammatory 
condition  of  the  mucous  membrane  of  the  nose  with  slight  puru¬ 
lent  discharge,  and  psoriasis  guttata  scattered  over  the  trunk  and 
extremities. 

Case  9  developed  a  curious  erythematous  condition  of  his  hands. 
The  fingers,  backs,  and  palms  of  the  hands  and  lower  fourth  of 
forearm  were  of  a  bright-red  hue,  and  looked  slightly  swollen. 
The  redness  disappeared  on  pressure,  and  there  was  no  evidence  of 
pitting.  The  parts  affected  gradually  became  more  dusky,  so  that 
in  a  few  days  they  were  almost  purple  in  colour,  and  about  this 
time  a  few  bright-red  patches,  looking  almost  like  extravasations, 
but  disappearing  on  pressure,  made  their  appearance  on  his  face. 
The  tongue  also  became  very  red,  sore,  and  denuded  of  its  epithe¬ 
lium  in  several  places. 

Case  6  developed  an  eruption  of  small  punctiform  papules, 
resembling  the  condition  seen  in  sudamina  more  than  anything 
else.  The  eruption  was  scarcely  perceptible  at  times,  while  at 
other  times  it  would  be  well  marked,  intensely  irritating,  and 
accompanied  by  redness  of  the  skin,  which  looked  a  little  swollen, 
and  was  sweating.  The  parts  chiefly  affected  were  the  palms  of 
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the  hands  and  soles  of  the  feet ;  hut  patches  were  also  seen  in 
parts  exposed  to  friction,  such  as  waist,  neck,  axilla,  &c.  After 
the  condition  had  existed  for  a  week  or  more,  very  slight  desquam¬ 
ation  was  observed  on  the  palms  and  soles. 

Case  18  developed  an  abundant  crop  of  small  papules  all  over 
the  face,  more  especially  on  the  forehead,  below  the  eyes,  and 
along  the  naso-labial  folds,  after  he  had  been  taking  this  drug 
about  ten  weeks.  Associated  with  the  papules  was  a  reddish- 
coppery,  petechial-like  eruption,  which  did  not  disappear  on 
pressure.  No  discomfort  complained  of.  A  week  later  the  above 
had  almost  completely  faded,  when  the  patient  had  a  severe  fit, 
after  which  there  was  an  exactly  similar  condition  to  that  above 
described.  Borax  had  been  suspended  when  the  first  rash 
appeared,  and  the  patient  was  then  taking  arsenic  and  salicine. 

Nausea,  and  in  some  cases  vomiting,  necessitated  the  temporary 
suspension  of  the  drug ;  but,  as  before  stated,  often  the  drug  could 
he  resumed  without  again  causing  any  such  symptoms.  In  one 
case  the  vomiting  was  attended  with  abdominal  pain,  and  in  two 
there  was  diarrhoea.  These  patients  were  taking  120  grains  in  the 
twenty-four  hours  at  the  time  when  these  symptoms  showed  them¬ 
selves.  A  considerable  number  of  the  patients  became  somewhat 
emaciated  and  pulled  down  physically  after  they  had  been  on  this 
treatment  for  any  length  of  time,  but  in  no  case  was  there  ever 
any  sign  of  mental  depression.  One  patient,  who  was  also  taking 
cod-liver  oil  at  the  same  time,  put  on  flesh  in  spite  of  being  on  the 
borax  treatment  for  nine  weeks,  which  suggests  that  this  would 
be  probably  a  judicious  combination  in  all  cases. 

Case  8,  a  young  woman  aged  twenty-five  years,  was  attacked 
with  pleurisy  while  taking  the  drug.  The  symptoms  were  pain, 
short,  hacking  cough,  and  rise  of  temperature ;  and  a  well- 
marked  friction  rub  could  be  heard  on  auscultation.  At  no  time 
was  there  any  evidence  of  effusion,  though  there  were  several 
relapses  after  the  first  manifestation  of  the  disease.  The  patient 
had  never  had  a  similar  attack  before,  and  as  no  history  could  be 
obtained  of  any  of  the  usual  causes  of  pleurisy,  it  might  be 
suggested  that  the  affection  of  this  serous  membrane  was  similar 
to  that  which  we  had  seen  in  skin  and  mucous  membranes,  and 
depended  on  the  biborate  of  soda. 

As  regards  the  treatment  of  complications,  there  is  little  to  be 
said,  as  all  that  is  necessary  as  a  rule  is  to  suspend  the  administra¬ 
tion  of  the  drug  for  a  time.  In  cases  where  vomiting  is  a  repeated 
symptom,  small  doses  of  cocaine  given  half  an  hour  before  the 
borax  will  be  found  to  obviate  this. 

In  conclusion,  we  may  say  that  we  do  not  wish  in  any  way  to' 
compare  borax  to  bromide  in  the  treatment  of  epilepsy,  but  con¬ 
sider  it  well  worthy  of  a  trial,  especially  in  those  cases  whera 
bromide  has  failed  or  is  badly  borne. — Lancet ,  May  17,  p.  1061. 
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17.— ON  HYSTERICAL  APHONIA,  OR  PARALYSIS  OF  THE 
LATERAL  CRICO-ARYTENOID  MUSCLES. 

By  E.  Fletcher  Ingals,  M.D.,  Chicago,  Ill.,  U.S.A. 

One  of  the  most  interesting  manifestations  of  the  group  of  symp¬ 
toms  which  make  up  what  is  termed  hysteria,  is  paralysis  of  the 
adductor  muscles  of  the  vocal  cords.  It  is  a  singular  fact  in  accord¬ 
ance  with  what  might  be  termed  a  conservative  law  of  pathological 
selection,  that  in  nerve  trunks  not  larger  than  a  small  knitting 
needle,  in  this  disease  only  those  fibres  are  involved  which  supply 
the  adductor  muscles,  while  adjoining  fibres  supplying  the  abductor 
muscles  are  not  implicated.  This  is  peculiarly  fortunate,  otherwise 
this  merely  annoying  affection  would  often  become  a  fatal  malady. 

This  affection  usually  occurs  in  young  women,  but  is  sometimes 
observed  later  in  life  and  has  been  met  with  even  in  children. 
Although  termed  hysterical,  cases  are  not  infrequent  among  men. 

As  the  name  implies,  the  disease  is  usually  associated  with  some 
form  of  hysteria,  but  it  sometimes  follows  violent  inflammation  of 
the  larynx,  in  which  the  congestion  disappears  but  the  paralysis 
remains  for  some  time  afterwards.  It  is  occasionally  the  result  of 
lead  or  arsenical  poisoning ;  and  it  has  been  claimed  that  exposure 
to  draughts,  or  even  the  taking  of  cold  drinks,  may  in  rare  instances 
be  the  exciting  cause.  Gerhardt  believes  that  it  is  frequently  of 
rheumatic  origin.  I  have  recently  seen  two  cases  immediately 
following  accidents,  in  one  of  which  there  was  simply  a  shock  with 
severe  fright,  while  in  the  other  there  was  said  to  have  been  a 
fracture  of  the  cricoid  cartilage.  In  this  latter  the  paralysis  re¬ 
mained  many  weeks  after  all  evidences  of  fracture  had  disappeared. 

Sir  Morell  Mackenzie  states  that  purely  functional  aphonia  is 
common  in  the  second  and  third  stages  of  phthisis,  a  fact  which 
should  cause  us  to  carefully  examine  the  lungs  of  all  patients 
suffering  from  loss  of  voice. 

Hysterical  aphonia  is  usually  suddenly  developed,  sometimes 
shortly  after  exciting  causes  which  may  be  easily  detected,  but 
frequently  these  patients  waken  in  the  morning  to  find  the  power 
of  speech  gone,  although  phonation  was  perfect  when  they  went 
to  sleep.  It  is  a  peculiar  characteristic  of  the  affection  that  often 
only  the  voluntary  power  of  phonation  is  lost,  while  the  involuntary 
movements,  as  in  sneezing  and  coughing,  remain  nearly  normal. 
In  these  cases  the  sound  in  laughing  may  or  may  not  be  lost,  as  it 
is  more  a  voluntary  act. 

On  inspection  the  larynx  usually  has  a  normal  appearance,  though 
sometimes  moderate  congestion  and  some  swelling  are  present  when 
the  trouble  has  been  preceded  by  catarrhal  inflammation.  In  some 
instances  the  cords  remain  completely  abducted  and  entirely  motion¬ 
less,  on  attempts  at  phonation ;  in  others  there  is  a  considerable 
movement,  but  the  edges  are  not  properly  approximated,  while  in 
rare  cases,  in  which  the  hysterical  element  predominates,  the  cords 
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approximate  naturally  but  no  sound  escapes.  In  some  instances  a 
large  triangular  opening  is  left  at  tlie  posterior  end  of  the  glottis, 
due  to  paralysis  of  the  arytenoideus  muscle,  though  the  lateral 
adductors  may  close  the  anterior  portion  more  or  less  perfectly. 

There  is  usually  no  difficulty  in  making  an  accurate  diagnosis  if 
the  larynx  is  properly  inspected,  hut  there  are  some  cases  of  acute 
catarrhal  laryngitis  in  which  paresis  of  the  muscles  occurs  a  short 
time  before  congestion  has  taken  place,  and  these,  excepting  for 
their  history,  might  be  easily  mistaken  for  functional  aphonia. 
In  pulmonary  tuberculosis  the  voice  not  infrequently  becomes  very 
weak,  or  it  may  be  entirely  lost.  Many  of  these  cases  are  doubt¬ 
less  functional,  as  suggested  by  Sir  Morell  Mackenzie,  but  probably 
some  of  them  are  due  to  impairment  of  the  recurrent  laryngeal 
nerve  resulting  from  the  tuberculous  process.  Mechanical  impedi¬ 
ments  may  interfere  with  proper  closure  of  the  cords  ;  for  example, 
swelling  of  the  mucous  membrane,  neoplasm,  or  partial  or  complete 
anchylosis  of  the  cartilaginous  articulations.  These  can  usually  be 
readily  distinguished  by  a  careful  larvngoscopic  examination. 

The  prognosis  as  regards  time  varies  greatly.  Some  cases 
respond  promptly  to  treatment  or  even  to  the  first  examination,  so 
that  the  patient  may  leave  the  physician’s  office  talking  naturally 
after  his  first  consultation.  In  these  cases  the  symptoms  may  not 
return,  though  usually  the  attacks  recur  two  or  three  times  before 
a  cure  is  effected.  In  others,  wreeks,  months,  or  even  years  may 
elapse  before  the  voice  is  thoroughly  restored,  but  eventually  nearly 
all  cases  may  be  cured.  It  is  important,  in  the  beginning,  to  assure 
patients  of  ultimate  recovery  but  also,  at  least  after  the  first  treat¬ 
ment,  to  tell  them  that  the  exact  length  of  time  cannot  be  predicted. 

Many  forms  of  treatment  have  been  adopted,  and  the  most  indif¬ 
ferent  are  occasionally  successful.  Sometimes  with  impressible 
patients  even  the  laryngoscopic  examination  is  all  that  is  necessary. 
Slightly  stimulating  sprays,  pigments,  or  powders  are  beneficial, 
especially  when  catarrhal  inflammation  exists,  and  they  are  doubt¬ 
less  useful  for  their  psychical  effects.  Electrical  stimulation  of  the 
affected  muscles  and  nerves  is  advantageous  in  protracted  cases. 
The  most  important  part  of  the  treatment  consists  in  securing 
proper  hygienic  surroundings  and  diet,  and  the  administration  of 
simple  bitter  tonics, or  iron,  quinine,  arsenic,  and  strychnia.  The  last, 
in  full  doses  has  seemed  to  me  of  more  value  than  all  the  others.  I 
believe  that  delay  in  effecting  a  cure  often  results  from  our  timi¬ 
dity  in  the  administration  of  this  powerful  nervous  tonic.  In  the 
majority  of  cases  the  common  doses  of  one-thirtieth  or  even  one- 
twenty-fourth  of  a  grain  of  sulphate  of  strychnia  have  little  or  no 
influence  on  the  disease.  These  patients  seem  particularly  tolerant 
of  this  remedy  and  often  experience  no  physiological  effects  until 
heroic  doses  are  resorted  to.  In  using  electricity  I  prefer  the  static 
variety  applied  externally.  Next  to  it  I  value  the  faradic  current, 
VOL.  CII.  N 
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and  lastly  the  galvanic.  Either  of  the  latter  may  sometimes  he 
successfully  employed  externally,  but  in  obstinate  cases  at  least 
one  electrode  should  be  applied  within  the  larynx  directly  to  the 
affected  muscles.  When  the  paralysis  is  of  long  standing,  and  the 
muscles  consequently  partially  atrophied,  this  latter  course  seems 
to  be  especially  desirable.  It  is  unnecessary  for  me  to  say  anything 
regarding  the  mode  of  administration  of  quinine,  arsenic,  and  iron, 
but  I  wish  to  call  your  especial  attention  to  the  use  of  strychnia  in 
large  doses.  This  remedy  should  be  given  at  first  in  small  doses 
but  these  should  be  steadily  increased  until  its  physiological  effects 
appear.  I  begin  with  one-thirtieth  of  a  grain  three  times  a  day, 
and  have  the  dose  steadily  increased  from  day  to  day  or  every  second 
or  third  day,  usually  by  the  addition  of  one-sixtieth  of  a  grain  once, 
twice  or  thrice  daily  until  the  24th,  20th,  18th,  15th,  12th,  10th,  or 
even  8th  of  a  grain  is  taken  three  times  a  day.  It  has  been  a  surprise 
to  me  that  most  of  these  patients  will  take  one-tenth  or  one-eighth  of 
a  grain  three  times  a  day  before  any  of  the  constitutional  effects 
are  manifested.  I  tell  the  patients  what  they  are  taking  and  what 
physiological  effects  may  be  expected,  and  then  instruct  them  to 
reduce  the  dose  or  discontinue  the  use  of  the  remedy  as  soon  as 
these  appear.  It  would  undoubtedly  be  safer  to  prescribe  these 
large  doses  in  solution,  but  owing  to  the  intense  bitterness  of  the 
drug  it  is  difficult  to  get  the  patient  to  take  it  regularly  in  this  way, 
therefore,  when  the  digestive  organs  are  in  fair  condition  I  have 
risked  either  the  small  gelatine-coated  pellets  or  freshly  prepared 
capsules,  but  owing  to  the  varying  degree  of  solubility  of  the  gela¬ 
tine,  I  think  the  tablet  triturates  might  be  preferable.  I  have  no 
fear  of  the  so-called  cumulative  effects  of  the  drug.  It  may  be 
given  alone  or  in  combination  with  other  remedies.  I  have  had 
several  cases  in  which  from  one-tenth  to  one-eighth  of  a  grain  had 
to  be  given  three  times  daily,  before  the  slightest  constitutional 
effect  could  be  detected.  And  until  these  occur  but  little  benefit 
has  been  experienced.  As  soon  as  twitching  or  stiffness  of  the 
muscles  or  intense  nervousness  is  noted,  the  dose  should  be  reduced 
to  that  taken  one  or  two  days  previously,  and  afterward,  owing  to 
the  increased  susceptibility  of  the  nervous  system,  it  may  be  neces¬ 
sary  to  still  further  diminish  the  quantity  from  time  to  time,  but 
the  remedy  must  be  continued  in  doses  as  large  as  can  be  borne  for 
several  weeks  in  order  to  prevent  recurrence  of  the  attack.  The 
necessity  for  this  was  well  illustrated  in  one  case,  where  it  was  not 
difficult  to  restore  the  voice  but  in  which  it  was  found  impossible 
to  maintain  it  for  any  length  of  time,  until  the  heroic  doses  of 
strychnine  were  adopted. 

While  this  course  of  treatment  has  been  attended  by  the  hap¬ 
piest  results,  I  must  urge  those  who  try  it  to  watch  the  effects 
carefully,  and  to  be  sure  that  the  drug  is  properly  dispensed. — 
Journal  American  Medical  Association ,  July  19,  1890,  p.  92. 
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18. — ON  THE  PATHOLOGY  OF  THE  PARALYSES  WHICH 
OCCUR  DURING  THE  FIRST  TWO  YEARS  OF  LIFE. 

By  Henry  Ashby,  M.D.,  M.R.C.P.,  Physician  to  the  General 
Hospital  for  Sick  Children,  Manchester. 

For  the  sake  of  clearness  we  may  class  the  principal  forms  of 
paralysis  occurring  daring  the  first  two  years  of  life  under  the 
following  heads : — 1.  Intrauterine  lesions  (meningo-encephalitis). 
2.  Meningeal  haemorrhage.  3.  Syphilitic  arteritis  and  softening. 
4.  Acute  cerebral  paralysis  (encephalitis  and  embolism,  &c.)  5. 

Acute  spinal  paralysis  (anterior  poliomyelitis).  6.  Peripheral 
paralysis. 

1.  Intrauterine  Lesions. — In  connection  with  these  it  is  inte¬ 
resting  to  note  what  severe  lesions  may  occur  to  the  foetus,  and 
yet,  in  spite  of  this,  it  may  continue  to  live  and  be  born  at  term. 
Inflammation  of  the  meninges  of  the  brain  or  peritonitis  may  take 
place,  and,  instead  of  quickly  proving  fatal,  as  we  should  naturally 
expect,  the  foetus  survives,  and  a  hydrocephalus  secondary  to  the 
meningitis,  or  a  sclerosis  of  the  brain,  or  cicatrisation  and  con¬ 
striction  of  the  bowels  is  the  result.  The  semivenous  condition  of 
the  foetal  blood  is  not  favourable  to  acute  inflammations;  more¬ 
over,  the  foetus  is  under  much  more  favourable  conditions  for 
recovery  from  disease  than  in  the  infant  after  birth.  The  results 
of  meningeal  inflammation  we  see  in  the  brains  of  idiotic  children, 
which  show  atrophy,  sclerosis,  or  chronic  hydrocephalus. 

2.  Meningeal  Hemorrhage  occurs  under  a  variety  of  circum¬ 
stances  during  early  life,  but  the  invariable  immediate  cause  is 
asphyxia.  Let  an  infant  pass  into  an  asphyxiated  condition,  and 
an  effusion  of  blood  •  from  the  meningeal  vessels  is  extremely 
likely  to  occur ;  the  delicate  vessels  are  readily  ruptured  or  allow 
of  oozing  when  they  are  distended  with  venous  blood.  The 
amount  of  bleeding  varies ;  it  may  be  only  slight — perhaps  only 
amounting  to  a  few  minute  extravasations — or,  on  the  other 
hand,  the  whole  surface  of  the  brain  may  be  covered  with  blood. 
The  most  extensive  meningeal  hemorrhages  I  have  seen  were  in 
two  newly  born  infants,  who  had  apparently  been  suffocated  by 
throttling  shortly  after  birth  by  forcibly  compressing  the  larynx 
between  the  fingers  and  thumb — at  least,  the  bruise  marks  on  the 
neck  suggested  this.  In  both  these  cases  there  was  a  large 
extravasation  of  blood,  both  over  the  convex  surface  and  also  at 
the  base  of  the  brain.  In  another  case  in  which  there  was 
extensive  meningeal  hemorrhage  complete  birth  had  been  delayed 
for  more  than  an  hour  after  the  head  was  born,  in  consequence 
of  the  child’s  abdominal  cavity  being  distended  with  fluid  and 
preventing  its  passage  through  the  pelvis.  Doubtless  the  com¬ 
monest  cause  of  asphyxia — hemorrhage  —  is  a  prolonged  and 
difficult  labour,  during  which  the  child  becomes  asphyxiated,  the, 
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hemorrhage  taking  place  during  the  act  of  hirth.  That  this  is 
common  enough  I  have  had  abundant  opportunities  of  verifying 
post-mortem  in  infants  dying  shortly  after  birth,  where  the 
mother  has  been  attended  by  neighbours  or  ill-educated  mid¬ 
wives.  Meningeal  hemorrhage,  as  is  well  known,  may  take  place 
during  attacks  of  whooping-cough  or  during  severe  attacks  of 
vomiting.  There  is  no  doubt  also  that  it  may  occur  during  con¬ 
vulsions  ;  the  proof,  however,  is  necessarily  difficult,  because  at 
the  post  mortem  examination  it  may  be  impossible  to  say  whether 
the  meningeal  hemorrhage  present  is  due  to  the  convulsions  or 
the  latter  are  due  to  the  irritation  caused  by  the  effusion  of  blood. 
In  one  case  of  mine,  where  the  infant — 10  weeks  old — had  been 
badly  fed  and  suffered  from  convulsions,  and  who  finally  died  in 
an  attack,  there  were  found  post  mortem  minute  hemorrhages  on 
the  surface  of  the  lungs ;  the  brain  was  watery,  the  veins  turgid, 
and  several  hemorrhages  had  occurred  beneath  the  pia  mater,  on 
the  convex  surface.  Here  there  could  be  little  doubt  that  the 
asphyxia  produced  by  the  respiratory  spasm  had  given  rise  to  the 
meningeal  bleeding. 

What  is  the  effect  of  an  extensive  surface  hemorrhage  on  the 
surface  of  the  brain  if  the  infant  continue  to  live  ?  The  bleeding, 
it  must  be  remembered,  is  usually  bilateral,  and  is  most  commonly 
found  involving  the  parietal  region,  and  running  along  the  Sylvian 
fissures.  The  blood  clot  which  forms  separates  the  pia  mater 
from  the  surface  of  the  convolutions,  tearing  through  the  vessels 
which  pass  from  the  pia  to  the  grey  substance,  and  necessarily 
resulting  in  damage  to  the  nerve  centres.  The  result  is  certain  to 
be  that  the  nutrition  of  the  nerve  centres  is  interfered  with  ;  they 
fail  to  develop  as  they  should,  and  more  or  less  degeneration  of 
the  motor  path  as  it  passes  through  the  brain  and  cord  takes  place. 

In  the  large  majority  of  cases  in  which  “  birth  palsies  ”  are 
present  there  is  a  history  of  a  difficult  labour,  or,  at  any  rate, 
the  infant  was  born  “  blue,”  and  there  was  more  or  less  difficulty 
in  bringing  it  round,  the  cyanosis  remaining  perhaps  for  some 
hours  after  birth.  The  causes  of  asphyxia  are  of  course  various  ; 
there  can  be  little  doubt,  however,  that  there  is  an  immediate 
connection  between  asphyxia  and  hemorrhage  from  the  pia  mater, 
which  damages  the  parietal  regions  of  the  brain,  and  gives  rise  to 
the  well  known  spastic  paralysis  (either  paraplegic  or  hemiplegic) 
of  infancy. 

It  is  curious  to  note  that  in  the  vast  majority  of  cases  no  symp¬ 
toms  pointing  to  a  surface  lesion  are  present  at  first ;  there  is  no 
paresis  of  the  extremities,  and  frequently  no  convulsions  ;  in  fact, 
an  extensive  meningeal  hemorrhage  ma}*-  be  present  without  any 
definite  symptoms.  In  some  cases  facial  and  other  paralyses  have 
been  noted,  especially  when  extensive  brain  damage  has  been 
done  or  nerves  have  been  compressed  after  leaving  the  brain. 
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This  is  in  harmony  with  what  we  know  with  regard  to  the  un¬ 
developed  state  of  the  cortical  centres  at  birth  ;  the  infant’s  move¬ 
ments  are  almost  entirely  reflex,  the  lower  grade  centres  are  the 
only  centres  functionally  active,  and  it  is  only  as  the  child  ought 
to  be  developing,  learning  to  stand  or  walk,  that  the  mother 
notices  some  backwardness  in  the  use  of  its  limbs,  and  some  way¬ 
wardness  in  its  mental  attainments.  In  some  cases,  at  least  as 
early  as  the  third  or  fourth  month,  a  rigidity  may  be  noticed  about 
the  tendo  Achillis,  and  an  exaggerated  tendon  reflex. 

Post  mortem  examinations  made  on  children  who  have  suffered 
for  years  from  “  spastic  paralysis,”  the  result  of  a  birth  hemor¬ 
rhage,  show  atrophy  of  the  parietal  regions  of  the  cortex,  and 
indeed,  in  the  worst  cases,  the  shape  of  the  head  shows  a  deficiency 
in  the  parietal  regions. 

Syphilis. — Syphilitic  disease  of  the  brain  cannot  be  said  to  be 
at  all  common  in  connection  with  hereditary  syphilis  occurring 
during  the  first  few  months  of  life.  When  it  does  occur  it  usualty 
assumes  the  form  of  arteritis,  with  more  or  less  softening  of  the 
brain  and  a  consequent  paralysis.  A  chronic  meniugitis  with 
hydrocephalus  may  occur.  The  prominent  symptoms  in  such 
cases  consist  in  convulsions  with  marked  stiffening  of  the  limbs 
and  retraction  of  the  head,  and,  later,  more  or  less  rigidity  and 
spastic  condition  of  the  extremities.  As  an  instance  of  syphilitic 
brain  disease  in  a  young  child  I  may  relate  the  following :  The 
infant  was  first  seen  at  three  months  old,  when  suffering  from 
coryza  and  a  well-marked  rash.  A  month  later  the  epiphyses  of 
the  lower  end  of  the  tibia  and  fibula,  and  also  the  radius  and  ulna, 
were  swollen  and  tender.  When  eight  months  old  it  began  tq 
suffer  from  convulsions,  mostly  left-sided  at  the  commencement 
of  the  attack,  but  afterwards  becoming  more  general.  In  the 
course  of  a  few  months  the  left  arm  and  leg  became  drawn  up  and 
more  or  less  rigid,  the  elbow  was  bent,  the  arm  pronated,  and  the 
fingers  flexed  ;  later  still,  the  right  arm  and  leg  were  more  or  less 
affected  in  a  similar  way.  This  condition  lasted  till  death,  which 
took  place  when  the  child  was  fourteen  months  old.  At  the  post¬ 
mortem,  arteritis  affecting  the  small  arteries  of  the  pia,  was 
present,  accompanied  by  superficial  softening  of  the  grey  substance. 

Acute  Cerebral  Paralysis ,  usually  taking  the  form  of  hemiplegia, 
and  depending  upon  various  pathological  conditions,  is  apt  to 
come  on  suddenly  during  the  first  year  or  two  of  life.  Consider¬ 
able  controversy  has  taken  place  with  regard  to  the  cause  of  this 
condition,  but  without  doubt  an  infantile  hemiplegia  may  be 
caused  by  a  variety  of  lesions.  Thus  the  softening  accompanying 
tubercular  meningitis,  meningeal  hemorrhage,  and  embolism  of 
the  middle  cerebral  artery  rank  as  causes. 

In  the  majority  of  cases  which  occur  during  the  first  two  years 
of  life,  there  is  some  acute  febrile  disease  present,  usually  also 
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convulsions,  and  then  suddenly,  to  the  surprise  of  the  attendants, 
the  child  is  found  to  he  hemiplegic.  Such  at  least  is  the  history 
we  usually  obtain,  for  careful  observations  of  the  primary  illness 
are  not  numerous,  and  we  have  usually  to  depend  upon  the 
memory  of  the  patients’  friends  when  we  want  information  on 
this  point.  The  cause  of  this  primary  illness  is  often  uncertain; 
it  is  attributed  by  friends  not  infrequently  to  “  teething,”  to 
“  brain  fever ;  ”  in  some  cases  measles  or  pneumonia,  or  both,  are 
present ;  there  is  often  hyperpju’exia  ;  in  a  case  which  came  under 
my  notice,  measles  and  pneumonia  were  present ;  the  temperature 
was  107°  ;  severe  convulsions  occurred,  and  hemiplegia  followed 
in  a  few  hours.  How  far  in  these  cases  the  high  fever  is  respon¬ 
sible  for  the  mischief  it  is  not  possible  at  present  to  say.  Then 
convulsions  are  almost  certainly  present,  and  are  prolonged  and 
severe  ;  they  are  mostly  unilateral,  beginning  in  the  side  which 
is  afterwards  paralysed,  but  usually  becoming  general.  Drowsi¬ 
ness,  and  at  times  coma,  are  present ;  these  may  be  of  short  dura¬ 
tion,  or  the  child  may  lay  in  a  semicomatose  condition  for  weeks 
or  more.  It  is  a  very  significant  fact  that  similar  attacks  occur, 
being  accompanied  by  convulsions,  fever,  and  coma ;  no  paralysis 
follows,  but  the  child  shows  a  loss  of  intelligence  or  backwardness 
which  dates  from  the  period  of  the  attack,  or  it  may  become 
idiotic.  There  seems  to  be  little  doubt  that  in  these  cases  damage 
has  been  done  to  the  brain,  but  the  motor  centres  have  escaped. 
Again,  in  other  instances  there  is  an  attack  of  so-called  “  brain 
fever ;  ”  the  child  recovers,  but  from  that  date  it  is  completely 
deaf.  Some  damage  has  evidently  been  sustained  to  the  auditory 
centres,  or  a  double  labyrinthine  inflammation  has  occurred. 
What  is  the  lesion  present  in  these  cases?  Observations  made 
many  years  after  the  paralysis  has  occurred  in  the  majority  of 
cases  clearly  shows  that  more  or  less  brain  damage  has  been  sus¬ 
tained  to  the  cortex  in  the  neighbourhood  of  the  fissure  of 
Rolando,  and  that,  as  a  result,  there  has  been  a  cicatrisation  or 
sclerosis  at  the  seat  of  the  old  injury. 

Has  this  been  the  result  of  an  embolism  of  the  middle  cerebral, 
a  local  encephalitis,  thrombosis  ?  If  not,  what  has  been  the  nature 
of  the  lesion  ?  Embolism  of  the  middle  cerebral  and  a  secondary 
softening  has  undoubtedly  recurred  in  some  cases,  and  in  other 
cases  possibly  a  thrombus  has  formed  in  the  artery  leading  to  a 
like  result.  This  was  the  case  in  one  of  my  own  patients,  a  boy 
of  a  year  old,  who  was  suffering  from  cyanosis  due  to  a  contracted 
pulmonary  artery.  Embolism  also  occurs,  especially  in  older 
children  suffering  from  endocarditis,  and  in  some  of  the  recorded 
cases  this  has  occurred  secondary  to  endocarditis  not  infrequently 
present  in  scarlatinal  nephritis.  On  the  other  hand,  the  theory  of 
embolism  or  obstruction  of  the  middle  cerebral  does  not  explain 
some  of  the  cases  which  have  occurred,  and  in  which  post-mortem 
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examinations  have  been  obtained  some  years  afterwards.  In  some 
of  these  the  lesions  have  been  confined  to  the  convolutions  border¬ 
ing  on  the  fissure  of  Rolando,  and  the  lesion  has  extended  no  great 
depth  into  the  brain  substance.  In  another  the  superior  parietal 
lobule  only  ;  in  others  the  gyrus  fornicatus  or  occipital  lobe  has 
been  affected  (Osier).  If  embolism  had  been  the  cause  we  must 
assume  that  some  of  the  branches  of  the  middle  cerebral  have 
been  obstructed  by  a  clot ;  and,  while  this  is  perfectly  possible,  it 
is  improbable. 

It  has  been  suggested  by  Striimpell  that  an  inflammation  of  the 
grey  matter  of  the  cortex,  a  polioencephalitis  analogous  to  an 
anterior  poliomyelitis  takes  place.  This  theory  is  certainly  most 
suggestive,  and  it  may  reasonably  be  supposed  that  patches  of  in¬ 
flammation  may  occur  on  the  surface  giving  rise  to  coma,  hyper¬ 
pyrexia,  convulsions,  and  paralysis.  Hardly  anything,  however, 
is  known  of  such  a  condition  post  mortem;  and  the  only  case  that 
I  know  of  which  at  all  supports  this  theory  is  one  recorded  by 
Henoch.  In  this  case  a  boy,  aged  3  years,  was  suddenly  seized 
with  convulsions  accompanied  by  fever,  which  ended  fatally.  At 
the  post-mortem  examination  there  were  patches  of  meningitis 
on  the  parietal  regions  on  both  sides,  and  hemorrhagic,  infiltra¬ 
tions  were  found  in  the  grey  substance.  More  evidence,  however, 
is  required  before  we  can  accept  Striimpell’s  theory  as  explaining 
these  cases  of  hemiplegia.  Still  I  am  by  no  means  inclined  to 
deny  the  possibility  of  a  convex  meningo-encephalitis  occurring 
and  giving  rise  to  the  symptoms  described. 

Acute  Atrophic  Paralysis. — It  is  worthy  of  notice  that  in  the 
typical  initial  attack,  the  symptoms  closely  resemble  those  of  the 
acute  form  of  cerebral  paralysis  already  described.  There  is  often 
the  same  association  with  other  diseases,  as  pneumonia,  measles, 
diarrhoea ;  there  is  usually  feverishness,  perhaps  drowsiness,  coma, 
and  convulsions,  and  the  discovery  comes  as  a  surprise  to  the 
friends  and  attendants  that  one  or  more  of  the  limbs  are  limp  and 
powerless.  It  is  also  interesting  to  find  that  a  child  may  suffer 
from  a  similar  attack  and  get  well  again  without  any  paralysis 
taking  place ;  then  a  few  weeks  later  perhaps  he  is  seized  again 
with  similar  symptoms,  which  this  time  are  followed  by  para¬ 
lysis.  In  some  cases  reported  the  primary  attack  has  been  slight 
or  indeed  absent ;  in  cases  in  which  the  lesion  has  not  been  exten¬ 
sive  it  is  easy  to  understand  the  symptoms  may  not  be  marked 
and  be  readily  forgotten  or  overlooked  by  the  friends.  With  re¬ 
gard  to  the  actual  lesion,  it  is  perfectly  clear  that  there  is  an 
acute  inflammatory  lesion  involving  the  anterior  horns  and  more  or 
less  of  the  grey  matter  of  the  cord,  more  especially  the  lumbar 
and  cervical  enlargements.  There  is  an  inflammatory  engorge¬ 
ment  of  the  arteries  which  pass  from  the  anterior  spinal  arteries 
of  the  cord  to  the  anterior  horns,  accompanied  by  exudation  of 
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liquor  sanguinis  into  the  nerve  substance,  and  apparently  also  in 
some  instances  by  actual  rupture  of  the  capillaries  and  conse¬ 
quent  minute  hemorrhages.  The  evidence  points  in  the  more- 
severe  cases  at  least  to  an  engorgement  of  the  cord,  the  most  vas¬ 
cular  parts,  namely,  the  anterior  horns  being  the  spots  where  the 
greatest  damage  occurs  ;  part  of  the  damage  done  to  the  nervous 
mechanism  is  recoverable  as  time  goes  on  by  absorption  of  the 
effused  inflammatory  material,  and  part  of  the  damage  is  irre¬ 
trievable,  on  account  of  the  breach  made,  so  to  speak,  in  the  grey 
matter  of  the  cord.  That  the  anterior  horns  which  contain  such 
important  groups  of  nerve  cells,  and  consequently  are  exceedingly 
vascular,  should  bear  the  brunt  of  the  damage  is  not  surprising,, 
still  there  is  evidence  to  show  that  the  rest  of  the  cord  does  not 
entirely  escape,  for  in  one  of  my  own  cases  there  was  some  loss  of 
sensation  during  life,  and  distinct  evidence  of  slight  inflammatory 
lesion  of  the  vessels  supplying  the  rest  of  the  cord.  It  is  import¬ 
ant  to  bear  in  mind  that  evidences  of  inflammatorv  action 
in  the  shape  of  gorged  vessels  surrounded  by  leucocytes  may 
be  found  six  weeks  or  two  months  after  the  onset  of  the  paralysis, 
this  would  point  to  the  inflammatory  action  being  subacute,  the 
inflammatory  stage  lasting  long  after  the  symptoms  of  the  pri¬ 
mary  attack  have  passed  away.  This  must  be  remembered  in  any 
line  of  treatment  we  adopt. 

Peripheral  Paralyses. — Of  these  it  is  not  necessary  for  me  to 
speak  at  any  length  ;  as  far  as  we  know,  they  do  not  play  an  im¬ 
portant  part  in  the  paralyses  of  early  life.  Injury  to  the  brachial 
cords  is  apt  to  take  place  during  labour  by  traction  on  the  arm  by 
an  unskilled  attendant,  and  a  troublesome  paralysis  result.  In 
congenital  syphilis  we  occasionally  see  a  peripheral  paralysis  due 
to  some  nerve  lesion,  though  it  need  not  be  said  we  must  be  care¬ 
ful  not  to  confuse  the  inability  to  use  a  limb  in  consequence  of 
epiphysitis  or  periostitis  with  paralysis.  In  rickets  periosteal 
tenderness  and  muscular  weakness  give  rise  to  paresis,  though 
even  here  we  are  still  uncertain  if  the  muscular  weakness  may 
not  deserve  the  name  of  a  paresis  due  to  a  nerve  lesion  or  the 
effects  of  a  poison.  Of  diphtheritic  paralysis,  and  similar 
paralyses  due  to  the  effect  of  toxic  matters  in  the  blood,  it  is 
unnecessary  for  me  to  speak. — Brit.  Med.  Jour., Feb.  8, 1890,  p.  281. 

19.— ON  THE  TREATMENT  OF  CHOREA— ARSENIC. 

By  E.  C.  Seguin,  M.D.,  Providence,  Rhode  Island,  U.S.A. 

Our  mainstay  in  the  treatment  of  this  affection  is  still  arsenic. 
I  have  long  taught  that  one  reason  why  the  medicinal  treatment 
of  chorea  has  seemed  to  be  of  little  utility,  and  why  a  belief  has 
grown  up  that  the  disease  might  terminate  spontaneously,  or  only 
with  the  help  of  hygiene  and  tonics  about  as  quickly  as  when 
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strong  drugs  are  used,  is  because  physicians,  almost  without  excep¬ 
tion,  give  nearly  useless  doses  of  arsenic  (Fowler’s  solution).  Case 
after  case  has  come  to  me,  pursuing  its  semi-chronic  or  positively 
chronic  course,  while  the  patient  was  taking  from  six  to  ten  drops 
of  the  solution.  I  have  satisfied  myself  that  chorea  can  be  greatly 
shortened  by  the  proper  exhibition  of  arsenic,  but  that  to  obtain  a 
striking  result  it  is  necessary,  in  most  cases,  to  go  beyond  fifteen 
drops  three  times  a  day. 

In  many  choreic  patients  when  the  dose  of  ten  or  twelve  or 
fourteen  drops  of  Fowler’s  solution  three  times  a  da}*  has  been 
attained,  gastro- intestinal  disturbance  and  redness  of  the  eyes  are 
apt  to  appear  and  necessitate  a  cessation  of  the  treatment  for  two 
or  three  days.  The  important  practical  point  to  recollect  is  that 
after  this  interval  of  rest  you  can  and  should  begin  again  with  the 
dose  at  which  you  left  off,  and  then  go  on  to  the  really  efficacious 
doses  of  from  eighteen  to  twenty-five,  or  even  twenty-seven,  drops 
after  each  meal.  Few  cases  of  chorea,  in  my  experience,  show  much 
improvement  until  a  dose  of  sixteen  to  eighteen  drops  ter  die  is 
reached.  In  the  case  of  arsenic,  even  more  than  in  that  of  iodides 
and  bromides,  very  free  dilution  of  the  dose  is  necessary  ;  a  large 
tumblerful  of  alkaline  water,  “  still  ”  or  effervescent,  should  be 
given  with  each  dose.  Another  error  in  practice  is  to  oblige  the 
patient  to  drink  the  dose  at  once.  There  is  no  necessity  for  this, 
and  it  is  much  better  borne  if  it  is  taken  in  divided  drinks  during 
the  hour  following  a  meal. 

As  regards  the  evil  effects  of  arsenic,  I  have  only  once  in  my  large 
experience  found  albumin  or  albumin  and  casts  in  the  urine  of 
choreic  patients,  even  when  their  eyes  were  puffy.  In  this  single  case 
the  patient  was  an  adult,  and  it  is  very  probable,  from  the  nature  of 
the  casts  found,  that  renal  disease  existed  prior  to  the  administra¬ 
tion  of  the  arsenic.  Herpes  is  said  to  be  an  occasional  result  of  the 
excessive  use  of  arsenic.  I  have  had  only  one  case  in  which,  while 
the  twelve-year-old  child  was  taking  about  twenty-five  drops  ter  die , 
there  appeared  a  large  vesicle  on  one  side  of  the  right  thumb  just 
back  of  the  nail,  which  left  quite  a  deep  scar.  Symptoms  of 
multiple  neuritis  or  of  optic  neuritis  1  have  never  seen  from  the 
medicinal  use  of  arsenic.  It  is  still  my  practice,  however,  to 
examine  the  urine  of  choreic  patients  from  time  to  time  during  the 
arsenical  treatment. 

A  most  important  factor  in  the  successful  treatment  of  chorea, 
especially  in  its  chronic  and  relapsing  forms,  is  rest — absolute  rest. 
I  cannot  overestimate  its  value.  In  many  cases  of  simple  recent 
chorea  (first  attacks  of  less  than  six  months’  duration)  I  have 
obtained  a  complete  cure  in  three  weeks  by  a  combination  of 
absolute  rest,  full  dosage  of  arsenic,  and  nutritious  food.  The 
patient  must  not  be  allowed  to  play  or  read  in  bed,  but  should 
be  amused  by  other  persons  by  conversation  and  reading.  Nor 
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do  I  allow  several  members  of  tbe  family  (especially  other 
children)  to  be  in  the  same  room  at  one  time.  The  rest  should  be 
mental  as  well  as  physical.  Some  of  these  patients  are  sleepless  at 
first,  but  a  few  evening  closes  of  chloral  or  of  hyoscyamia  will 
procure  quiet  sleep,  and  may  soon  be  omitted  or  given  only  twice 
a  week.  When  the  choreic  movements  have  entirely  ceased,  the 
arsenic  should  be  stopped  at  once  rather  than  gradually,  but  release 
from  the  rest  should  be  done  only  in  the  most  cautious  manner, 
and  even  during  later  convalescence  for  two  or  three  months  it  is 
well  to  have  the  patient  lie  perfectly  quiet  for  an  hour  or  two  in 
the  latter  part  of  the  afternoon.  Of  course  many  choreic  patients 
are  anaemic  and  need  iron,  cold  sponging  followed  by  hard  rubbing 
(but  not  massage).  Again,  others  with  weak  hearts  need  digitalis 
or  strophanthus  as  an  adjuvant  to  the  arsenical  treatment.  Except 
in  cases  where  great  irritability  or  sexual  excitement  exists,  I  con¬ 
sider  the  bromides  as  contra-indicated  and  injurious.  Chorea  is 
essentially  a  disease  in  which  nerve  power,  particularly  the  inhibi¬ 
tory  cerebral  action,  is  deficient,  and  in  such  a  condition  the 
bromides  only  perpetuate  or  aggravate  the  evil. 

Is  exercise  good  for  choreic  children  P  In  the  ordinary  sense  of 
the  word,  I  would  reply  emphatically  No.  Many  a  time  have  I 
observed  immediate  improvement  in  a  choreic  child  from  stopping 
such  exercises  as  tricycle  riding,  running  games,  etc.,  without 
enforcing  strict  rest,  and  before  much  arsenic  had  been  taken.  The 
question  is  different  with  respect  to  systematic  gymnastics.  This 
has  been  and  is  still  recommended  as  a  cure  for  chorea,  but  my  ex¬ 
perience  with  it  has  been  unfortunate,  perhaps  for  want  of 
judicious  instructors.  Only  this  winter  I  cured  a  case  of  chorea  of 
two  years’  duration  (a  chronic  case)  by  partial  rest  (one  hour  in  the 
forenoon  and  two  hours  in  the  afternoon)  and  arsenic,  cod-liver  oil, 
and  cold  sponging,  in  seven  weeks,  this  period  including  a  week's 
illness  from  influenza.  When  convalescence  was  well  marked  and 
only  very  slight  jerks  were  visible  occasionally,  I  sent  the  child  to 
a  special  gymnasium  in  New  York  where  the  drill  was  personally 
directed  by  a  lady  physician,  but  in  a  week  the  child  was  much 
worse.  Still,  I  am  inclined  to  think  that,  during  convalescence 
from  chorea,  the  practice  of  a  few  gymnastic  movements  under  a 
teacher’s  or  parent’s  guidance,  and  with  no  one  else  present,  may 
prove  of  advantage.  The  movements  I  have  them  do  are  (1) 
deep  inspiratory  acts  with  simultaneous  outstretching  of  the  arms 
to  the  fullest  extent  so  as  to  expand  the  thorax  thoroughly— from 
four  to  ten  such  inspirations  are  enough  for  one  seance ;  (2) 
forward  and  backward  movements  of  the  arms  ;  (3)  stooping  for¬ 
ward  so  as  to  touch  the  toes  with  the  finger-tips ;  (4)  rising  from  a 
squatting  posture.  Every  movement  should  be  slowly  done  with 
force  and  completely  finished.  A  seance  of  five  minutes  twice  a 
day  is  long  enough,  and  a  few  minutes  of  rest  should  follow. 
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Very  light  wooden  dumb-bells  may  be  used,  or  weak  rubber  straps 
attached  to  the  wall  (a  simple  “  parlour  gymnasium  ”)  are  not 
objectionable,  but  Indian  clubs  I  do  not  allow,  because  they  must 
■be  used  with  rapid  and  rather  bewildering  movements. — New 
York  Medical  Journal ,  April  5,  1890,  p.  368. 


20. —ON  SEVERE  CHOREA,  TERMINATING  FATALLY  FROM 
ACUTE  PARALYTIC  DISTENSION  OF  THE  STOMACH. 

By  Herbert  H.  Brown,  M.D.Lond.,  F.R.C.S.,  House 
Physician,  General  Hospital,  Wolverhampton. 

E.  G - ,  a  girl  aged  sixteen,  was  admitted  to  the  hospital  on 

Oct.  26th,  1889,  under  the  care  of  Dr.  Malet.  In  August  the  pa¬ 
tient  had  suffered  from  acute  rheumatism,  for  which  she  had  been 
treated  in  the  hospital.  She  went  to  the  convalescent  home 
towards  the  end  of  September,  and  after  a  fortnight  began  to  show 
symptoms  of  chorea,  which  rapidly  became  severe ;  at  the  same 
time  she  became  melancholic  and  emotional.  She  had  had  no 
previous  attack  of  chorea,  and  the  present  one  was  attributed  to 
anxiety  about  domestic  matters.  On  admission  the  patient  was 
suffering  from  severe  chorea,  affecting  the  whole  body.  She  was 
emotional,  crying  without  apparent  cause,  but  had  no  delusions. 
There  was  a  loud  musical  systolic  bruit  at  the  apex.  Temperature 
was  100°  on  admission,  and  102°  on  the  following  evening.  She 
was  treated  with  ten  minims  of  liquor  arsenicalis  three  times 
daily.  By  the  seventh  day  after  admission  all  the  symptoms  had 
become  aggravated,  the  chorea  was  much  more  severe,  the  limbs, 
face,  eyes,  and  tongue  being  in  continual  movement,  and  the  body 
continuallv  tossed  from  side  to  side  in  bed.  The  mental  condition 
also  was  worse,  and  she  had  had  no  sleep  except  on  the  second 
night  in  spite  of  several  large  doses  of  bromide  of  potassium  and 
chloral.  The  temperature  had  been  febrile  throughout,  ranging 
between  101°  and  103°,  and  the  pulse  had  become  weak  and  rapid 
(140  per  minute)  ;  the  cheeks  were  flushed,  and  the  general  appear¬ 
ance  was  suggestive  of  typhoid  fever.  For  the  last  day  or  two 
there  had  been  redness  and  oedema  on  the  dorsum  of  the  right  hand 
and  the  left  index  finger.  Twenty  grains  of  salicylate  of  soda  were 
given  every  four  hours,  with  half  an  ounce  of  brandy,  the  arsenic 
having  been  discontinued.  Next  day  the  patient’s  condition  was 
still  worse  ;  she  had  not  slept,  in  spite  of  a  large  dose  of  bromide 
and  chloral,  the  pulse  was  worse  (160  per  minute),  and  there  were 
great  excitement  and  delirium ;  the  temperature  remained  much 
the  same,  and  the  choreic  movements  were  aggravated.  Toward- 
evening  a  draught  containing  forty  minims  of  tincture  of  hyoscyas 
mus,  with  thirty  minims  of  tincture  of  cannabis  indica  and  twenty 
grains  of  bromide  and  twenty  grains  of  chloral,  was  administered. 
She  fell  asleep  in  five  minutes,  and  slept  for  about  three  hours. 
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On  awaking,  the  chorea  seemed  redoubled  in  intensity.  Another 
draught  was  given,  and  followed  by  two  hours’  sleep.  The  salicy¬ 
late  was  discontinued.  Next  day  (the  ninth  after  admission)  she 
looked  rather  better  ;  the  delirium  was  gone  and  the  chorea  dimin¬ 
ished;  temperature  10T4°.  Next  day  she  was  still  quieter  ;  tem¬ 
perature  102°  ;  pulse  186 ;  the  face  was  flushed,  the  abdomen 
slightly  distended,  and  there  was  some  diarrhoea,  the  bowels  acting 
four  or  five  times  in  the  day.  Another  draught  containing  canna¬ 
bis  indica  and  hyoscyamus  was  given,  and  she  slept  for  about  four 
hours.  On  the  following  day  (the  eleventh  after  admission)  the 
chorea  was  almost  gone,  but  there  was  very  persistent  vomiting. 
She  vomited  nearly  every  half  hour  through  the  day,  generally 
only  a  few  ounces  at  a  time,  a  greenish  fluid.  The  diarrhoea  re¬ 
mained  as  before ;  five  loose  stools.  Next  day  the  chorea  had 
practically  disappeared,  and  the  vomiting  was  very  much  less,  only 
once  or  twice  in  the  day  after  food,  but  the  distension  of  the  abdo¬ 
men  persisted.  Early  in  the  morning  (4  a.m.)  on  the  following  day 
(the  thirteenth)  I  was  called  up  to  see  the  patient,  and  found  her 
profoundly  collapsed,  with  a  small  thready  pulse,  only  just  percep¬ 
tible  at  the  wrist.  The  abdomen  was  greatly  distended  and  resonant 
on  percussion.  No  liver  dulness  could  be  made  out  in  front.  She 
was  perfectly  conscious,  felt  that  she  was  dying,  and  complained 
of  a  “  jumping  pain  ”  in  the  abdomen.  The  collapse  was  attributed 
to  perforation  of  a  typhoid  ulcer.  Death  took  place  twelve  hours 
later,  the  patient  retaining  consciousness  to  the  last.  There  had 
been  no  vomiting  for  the  last  twenty-four  hours,  and  no  urine  had 
been  passed. 

Leave  to  make  a  complete  necropsy  could  not  be  obtained,  but 
an  incision  was  made  in  the  middle  line  between  the  umbilicus  and 
pubes.  On  opening  the  peritoneum,  a  cystic  tumour  presented  itself, 
and  on  introducing  the  hand  this  was  found  to  be  part  of  an  enor¬ 
mously  distended  stomach,  which  occupied  the  entire  abdominal 
cavity,  extending  from  the  diaphragm  on  the  left  to  the  right  iliac 
fossa.  The  intestines  were  quite  empty  and  collapsed,  and  com¬ 
pressed  into  the  pelvis  and  right  iliac  fossa.  The  stomach  could 
not  be  removed  entire,  and  more  than  half  of  its  contents  escaped 
before  they  could  be  measured ;  the  remainder,  however,  was  suf¬ 
ficient  to  nearly  fill  a  large  basin.  It  consisted  of  a  greenish-brown 
fluid,  of  about  the  consistency  of  thin  pea-soup.  The  fluid  was  ex¬ 
amined  spectroscopically  by  Dr.  C.  A.  MacMunn,  who  pronounced 
the  colour  to  be  due  to  the  presence  of  a  large  quantity  of  acid 
hsematin.  The  wall  of  the  stomach  was  very  much  thinned,  and  it 
collapsed  to  a  great  extent  when  emptied ;  there  were  several 
brownish-red  patches  in  the  mucous  membrane,  as  though  there  had 
been  some  slight  hemorrhage  into  its  substance.  The  mitral  valve 
of  the  heart  showed  the  beading  of  recent  endocarditis. 

Remarks. — Acute  paralytic  distension  of  the  stomach,  causing 
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Meath  in  a  few  hours,  with  symptoms  of  profound  shock,  is  a  very 
rare  and  very  interesting  pathological  condition.  Very  little  seems  to 
he  known  about  its  pathology,  and  very  few  cases  appear  to  have 
been  recorded.  Two  cases  of  this  kind  were  described  by  Dr. 
Fagge,  and  are  mentioned  in  his  book  on  Medicine.  They  presented 
symptoms  almost  identical  with  those  met  with  in  this  case — 
i.e.,  symptoms  of  profound  collapse  with  great  abdominal  distension 
and  suppression  of  urine,  preceded  by  severe  vomiting.  In  one  of 
these  cases  the  condition  had  been  diagnosed  and  the  stomach 
emptied  by  a  pump,  and  the  case  was  found  to  be  complicated  by 
an  abscess  resulting  from  an  ulcer  of  the^  duodenum. — Lancet, 
April  19,  1890,  p.  848. 


21.— THE  USE  OF  ACONITINE  IN  TRIGEMINAL  NEURALGIA. 

By  E.  C.  Seguin,  M.D.,  Providence,  Rhode  Island,  U.S.A. 

In  this  affection,  as  in  epilepsy,  we  have  cases  in  which  there 
is  recognizable  gross  disease  of  the  nervous  system,  and  others  in 
which  the  most  careful  examination  reveals  only  subjective  symp¬ 
toms — viz.,  pain  and  hyperaesthesia.  In  other  words,  we  have 
symptomatic  and  idiopathic  cases.  The  latter  are  by  far  more 
common,  and  it  is  about  this  form  of  the  disease,  in  its  aggravated 
chronic  type,  that  I  desire  to  lay  my  own  experience  before  you. 

You  are  all  doubtless  familiar  with  the  disease.  Paroxysmal 
pain,  often  of  the  most  intense,  piercing,  darting  character,  affects 
one  of  the  large  divisions  of  the  fifth  cerebral  nerve,  or  more  than 
one  ;  rarely  all  its  branches,  lingual  and  deep  auricular  included. 
The  paroxysms  recur  every  few  moments  while  the  patient  is  awake, 
and  last  from  a  few  seconds  to  two  or  three  minutes.  Lacryma- 
tion  accompanies  pain  in  the  ophthalmic  division,  salivation  appears 
when  the  inferior  division  is  involved.  At  the  onset  of  pain,  speech 
is  suspended,  the  patient  contracts  his  features,  closing  the  eyes  * 
and  drawing  up  the  mouth  on  the  affected  side  (an  automatic, 
protective,  associated  movement  which  has  given  rise  to  the  utterly 
unfounded  belief  that  the  facial  or  seventh  nerve  is  involved  and 
that  there  is  a  morbid  spasm) ;  he  often  claps  one  hand  tightly 
over  the  seat  of  pain,  or  rubs  it  violently ;  he  may  groan  or  cry 
out  aloud  in  his  agony.  These  signs  are  so  striking  that  almost 
always  we  can  make  a  diagnosis  without  asking  a  question 
by  observing  th q  facies  of  the  patient. 

Such  cases,  of  months’  and  of  many  years’  duration,  have  long 
been  deemed  beyond  the  reach  of  drugs,  and  have  been  (during  this 
century  at  least)  placed  under  the  surgeon’s  care  for  operative 
treatment.  Some  cures  have  been  obtained  by  exsection  of  pieces 
of  the  affected  nerves,  or  by  removal  of  Meckel’s  ganglion,  but  the 
large  majority  of  cases  relapse  after  an  interval  of  a  few  months. 
The  disease  has  been  one  of  the  opprobria  of  medicine. 
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I  am,  however,  glad  to  be  able  to  tell  you  that  in  the  last  thir¬ 
teen  years  we  physicians  have  been  able  to  cope  fully  as  well  as 
surgeons  with  this  dread  disease.  Some  cures  have  been  obtained,, 
and  numerous  patients  greatly  relieved  by  the  use  of  that  potent 
alkaloid,  aconitine.  It  was  first  used  for  this  purpose  in  France  by 
Professor  Grubler,  who  published  a  short  paper  upon  it  early  in 
1877.  I  immediately  had  some  of  Duquesnel’s  crystallized  aconi¬ 
tine  imported  by  a  New  York  pharmacist  who  always  displayed 
zeal  in  furthering  the  use  of  new  and  rare  drugs,  and  began  using 
it.  A  first  report  upon  its  use  in  trigeminal  neuralgia  was  made 
by  me  to  the  New  York  Therapeutical  Society  in  October,  1878. 
Out  of  six  cases  treated  by  myself  and  other  members  of  the  society, 
all  severe  and  of  long  standing,  two  were  cured  (P),  three  slightly 
relieved,  and  one  unaffected.  One  of  the  cured  cases  had  existed  for 
seven  years.  I  have  since  learned  that  we  did  not  then  give  enough 
aconitine  or  persevere  long  enough  in  its  use.  From  quite  a  large 
experience  since,  I  am  able  to  say  that  very  few  cases  are  not 
relieved  by  aconitine,  and  that  a  fair  proportion  can  be  cured, 
or  at  least  given  intervals  of  from  one  to  three  years — results 
which,  I  think,  compare  very  favourably  with  those  obtained  by 
surgical  measures. 

For  the  treatment  of  these  cases  I  have  come  to  rely  upon  the 
combined  uses  of  aconitine  and  “  mixed  treatment,”  so-called.  The 
alkaloid  is  now  readily  obtained  in  any  part  of  the  country,  or  can 
be  procured  by  the  country  practitioner  from  one  of  the  great  cities 
in  a  short  time.  It  is  one  of  the  few  drugs  which  I  think  it  best 
to  order  as  made  up  by  the  large  manufacturers.  McKesson  and 
Robbins  and  Schieffelin,  in  New  York,  make  pills  of  Duquesnel’s 
crystallized  aconitine  (the  kind  you  should  always  specify  in  your 
prescriptions)  of  the  strength  of  one  two-hundredth  of  a  grain,, 
which,  by  repeated  tests  at  different  times,  I  have  found  to  be 
absolutely  reliable.  I  might  say  that,  being  moderately  sensitive  to^ 
the  drug,  I  make  it  a  duty  to  test  the  pills  or  granules  of  these 
firms  on  myself  once  or  twice  a  year.  Two  of  these  pills  will  produce 
in  me  distinct  tingling  numbness  in  the  face,  tongue,  and  extremities 
for  two  or  three  hours,  also  a  disagreeable  sense  of  chilliness  or 
coldness,  most  marked  along  the  spine.  These  pills,  thus  known  to 
be  strong  and  uniform  at  different  times,  I  give  in  progressive  doses 
to  a  patient  with  trigeminal  neuralgia  until  the  numbness  is  felt 
throughout  the  body,  with  chilliness,  and  in  some  cases  nausea  and 
faintness.  Begin  cautiously  with  this  drug,  but,  after  finding  that 
your  patient  is  not  abnormally  affected  by  it,  proceed  to  the  fullest 
doses  fearlessly  if  you  wish  to  succeed.  Nowhere  in  medicine  m 
there  more  demand  for  cautious  temerity  (if  I  may  be  pardoned  the 
expression)  and  confidence  in  the  use  of  your  weapon  than  in  the 
dosage  of  aconitine,  I  have  had  no  fatal  result  from  it,  in  spite  of 
many  bold  experiments.  At  first  I  give  one  pill  twice  a  day  to 
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women  (who  occasionally  exhibit  undue  susceptibility  to  its  in¬ 
fluence),  and  three  times  a  day  to  male  patients.  These  doses 
usually  produce  no  effect,  remedial  or  toxic,  so  I  increase  gradually 
but  steadily  until  in  some  cases  I  give  twelve  pills  a  day  (two  everv 
three  hours)  before  obtaining  the  universal  numbness,  etc.,  which 
denote  the  full  physiological  effects  of  the  remedy.  During  the 
spring  of  1889  I  gave,  on  one  dav  only,  as  many  as  fourteen  of  these- 
pills  (equal  to  fourteen  two-hundredths,  or,  roughly  speaking,  one 
thirteenth  of  a  grain  (0  0045)  )  to  a  large  young  girl  twenty  years 
of  age.  She  felt  numb  through  the  whole  body,  was  a  little  faint, 
and  was  nauseated.  In  the  majority  of  cases  two  pills  three  or 
four  times  a  day  will  produce  physiological  effects  and  suspend 
the  pain  even  of  severe  trigeminal  neuralgia.  Having  thus  found 
the  dose  which  is  both  tolerated  and  efficacious,  1  keep  it  up  daily 
for  several  weeks  after  the  pain  has  ceased,  and  in  convalescence 
direct  the  patient  to  take  a  large  dose — two  or  three  pills — at  once 
on  the  least  return  of  sharp  pain. 

The  “  mixed  treatment  ”  which  I  now  always  give  simultaneously 
with  the  aconitine  to  patients  with  trigeminal  neuralgia,  whether 
they  give  a  syphilitic  history  or  not,  needs  only  a  few  words  of 
explanation.  I  combine  the  red  iodide  of  mercury,  in  doses  gradu¬ 
ally  increased  from  one-twentieth  of  a  grain  (O'OOS)  to  one-sixth 
or  one-fifth  of  a  grain  (O'Ol)  with  from  twenty  to  forty-five  grains 
(l-50  to  3'00)  of  iodide  of  potassium  in  water,  3  j(4*0),  largely  dilu¬ 
ted  after  each  meal.  Though  I  have  several  times  given  the  larger 
doses  of  potassium  iodide — from  60  to  150  grains  (4-0  to  1O0)  three 
times  a  day — I  think  that  is  rarely  advisable.  This  medication  I 
continue  for  two  or  three  months  steadily,  then  give  a  month’s 
course  of  it  every  few  months  afterward. — New  York  Medical 
Journal ,  April  26,  1890,^).  451. 
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22. -ON  FAILURE  OF  COMPENSATION  IN  THE  HEART 

DISEASE  OF  CHILDREN. 

By  J.  Mitchell  Bruce,  M.D.,  F.lt.C.P.,  Physician  to  Charing 

Cross  Hospital,  London. 

Whilst  compensation  is  maintained,  a  child  with  heart  disease  is 
practically  free  from  symptoms.  It  is,  I  confess,  incorrect  to  say 
that  the  child  is  free  from  a  degree  of  anaemia,  dyspnoea,  and 
occasional  distress  when  his  heart  is  taxed  by  exertion  or  excite¬ 
ment,  and  it  is  also  true  that  he  is  peculiarly  thin.  Still,  he  is  often 
so  well  that  no  one  suspects  the  cardiac  lesion.  Unhappily  this 
favourable  condition  does  not  last  indefinitely.  Sooner  or  later  in 
most  cases  there  occur  symptoms  indicative  of  cardiac  inadequacy 
— temporary,  it  is  true,  if  care  be  taken,  but  very  apt  to  return.- 
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In  these  illnesses,  which  are  characterised  by  palpitation,  dyspnoea, 
praecordial  distress,  disorder  of  digestion  and  liver,  and  nocturnal 
suffering,  it  is  said  that  the  child  has  “  heart  disease  $”  indeed,  it 
may  he  that  the  heart  disease  is  now  discovered  only  for  the  first 
time.  We  know  that  it  would  he  more  correct  to  say  that  the 
child  is  suffering  from  failure  of  compensation,  or  failure  of  the 
heart  in  compensation  :  that  the  symptoms  are  not  strictly  those  of 
valvular  disease  of  the  heart,  hut  of  failure  of  the  hypertrophied 
walls.  The  severity  of  the  symptoms  of  failure  varies  greatly  in 
different  instances,  from  passing  shortness  of  breath  or  an  attack  of 
nocturnal  palpitation  after  a  careless  supper  to  a  pronounced  condi¬ 
tion  of  dilatation  of  the  heart,  with  engorged  lungs  and  liver,  urgent 
dyspnoea,  cough  and  haemoptysis,  ascites,  albuminuria,  and  it  may 
be  dropsy,  of  Avhich  the  patient  ultimately  perishes.  In  several  im¬ 
portant  respects  the  phenomena  of  broken  compensation  are 
peculiar  in  the  child.  In  the  first  place,  cardiac  dropsy  and 
albuminuria  are  comparatively  infrequent.  Pain  and  other  sub¬ 
jective  symptoms  are  also  less  prominent,  or  at  any  rate  are  less 
complained  of  than  in  the  adult.  On  the  contrary,  dyspnoea  is  a 
complaint  most  commonly  mentioned  by  the  mother,  and  continues 
to  be  a  striking  feature.  Epistaxis  (with  premature  menstruation 
in  girls')  may  attract  our  attention  for  the  first  time  to  the  state  of 
the  child’s  heart.  When  the  condition  of  the  patient  is  urgent, 
we  find  with  comparative  frequency  that  some  acute  pericardial, 
pulmonary,  or  pleuritic  complication  is  also  present. 

Failure  of  compensation  never  arises  without  a  cause.  These 
symptoms  would  not  be  present  unless  something  had  occurred  to 
undo  compensation.  As  we  sit  by  the  bedside  of  our  patient  suf¬ 
fering  from  dyspnoea  and  palpitation,  it  is  our  duty  to  ask 
ourselves,  “  What  has  happened  that  this  child,  who  has  been 
comparatively  well  ever  since  his  attack  of  rheumatism  with  en¬ 
docarditis  a  year  ago,  and  of  whom  I  have  been  so  careful  in  the 
interval  with  respect  to  his  entire  management,  should  now  be 
suffering  from  urgent  cardiac  failure  P  ”  On  our  proper  estimate 
of  the  importance  of  asking  ourselves  this  question,  and  on  the 
correctness  of  the  answer  that  we  give  to  it,  will  depend  in  a  great 
measure  the  success  of  our  prognosis  and  of  our  treatment. 

As  regards  prognosis,  the  immediate  prospect  mainly  depends 
upon  the  circumstance  whether,  on  the  one  hand,  muscular  exer¬ 
tion,  nervous  strain,  impoverishment  of  the  blood,  or  injudicious 
treatment  have  been  the  cause  of  the  undoing  of  the  natural  cure, 
or  whether,  on  the  other  hand,  rheumatism  or  other  intercurrent 
disease  or  a  fresh  lesion  is  at  work.  If  one  or  other  of  the  first  set 
of  causes  be  present,  a  short  period  of  rest  in  bed  and  general 
correct  treatment  will  soon  restore  the  heart ;  but  if  an  intercur¬ 
rent  disease  be  at  the  bottom  of  cardiac  failure,  the  danger  is  great 
both  directly  and  indirectly.  On  the  whole,  the  prognosis  of 
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cardiac  failure  in  tlie  child  is  better  than  in  the  adult.  As  com¬ 
pensation  tends  to  be  established  and  to  be  maintained  with 
comparative  readiness  in  the  young,  so  it  is  as  a  rule  more  easily 
restored.  But  here  we  must  be  cautious.  I  have  said  that  such 
marked  symptoms  as  cardiac  dropsy  are  rare  in  the  child,  and  the 
proper  complement  of  this  statement  is  that  when  these  marked 
symptoms  do  occur  they  are  of  more  serious  import. 

When  we  proceed  to  apply  treatment  in  the  case  of  a  child  suf¬ 
fering  from  urgent  cardiac  failure,  if  we  will  bat  be  guided  by  the 
considerations  which  I  have  just  reviewed,  with  respect  to  the 
-cause  which  is  at  work,  including  the  conditions  in  which  the 
child  is  living,  w7e  shall  never  allow  ourselves  to  be  guilty  of 
routine  practice,  especially  in  the  direction  of  the  administration 
of  drugs.  If  we  find  the  cause  to  have  been  nothing  more  than 
some  indiscretion  in  the  way  of  feeding,  medicinal  treatment,  or 
general  management,  we  may,  in  a  large  proportion  of  cases, 
especially  amongst  the  poor,  bring  the  case  to  a  successful  issue 
by  contenting  ourselves  with  the  employment  of  proper  rest,  food, 
nursing,  and  the  simplest  remedies,  followed  by  the  administration 
of  tonics  and  haematinics.  Confinement  to  bed  for  a  few  days, 
and  abstinence  for  a  longer  period  from  exercise,  will  in  the  same 
way  relieve  those  cases  which  can  be  traced  to  moderate  over¬ 
exertion.  When  rheumatism  is  discovered  to  be  present,  the 
measures  which  are  familiar  must  be  immediately  instituted,  in 
order  to  combat  the  morbid  process  and  sustain  the  heart.  But 
whilst  this  is  a  rational  and  successful  method  of  treatment  in  a 
large  number  of  instances,  wre  must  never  forget  that  at  times  the 
cause  of  the  cardiac  failure  may  not  be  discoverable,  and  that  at 
other  times  the  condition  of  the  child  is  far  too  urgent  to  justify 
us  in  dealing  simply  with  the  cause.  Urgent  dyspnoea,  palpitation, 
and  failure  of  the  pulse  will  demand  instant  attention  ;  and  it  is 
our  duty  under  these  circumstances  to  procure  if  possible  immediate 
relief  and  to  avert  urgent  danger. 

The  first  indication  in  this  class  of  cases  is  to  increase  the  cardiac 
force,  so  that  the  circulation  may  be  restored  and  maintained.  If 
the  condition  of  the  patient  is  not  exceedingly  urgent,  this  indica¬ 
tion  can  be  successfully  fulfilled  by  the  employment  of  digitalis, 
strophanthus,  caffeine,  senega,  squill,  and  their  allies.  Sometimes 
one  and  sometimes  another  of  these  remedies  answers  best ;  but,  on 
the  whole,  there  can  be  no  question  that  digitalis,  if  rationally  em¬ 
ployed,  is  still  the  most  valuable.  Combinations  of  these  drugs 
■with  each  other,  and  with  other  remedies,  such  as  the  nitrites, 
strychnine,  and — after  a  time — iron,  are  often  peculiarly  valuable. 
When  matters  are  more  pressing  we  have  happily  a  series  of 
cardiac  stimulants  which  act  with  promptness  and  success  in  the 
child.  Ether,  ammonia,  and  alcohol  are  familiar  to  us  all ;  but 
perhaps  some  may  not  be  so  well  acquainted  with  the  subcutaneous 
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use  of  strychnine  in  the  form  of  the  1  per  cent,  pharmacopoeia! 
solution  of  the  hvdrochlorate,  which  in  some  instances  has  an 
effect  little  short  of  marvellous  in  restoring  the  action  of  the 
ventricles.  If  the  urgency  be  connected  mainly  with  engorgement 
of  the  lungs  and  failure  of  the  right  side  of  the  heart,  the  greatest 
possible  benefit  may  he  derived  from  venesection,  cupping,  and 
leeching ;  and,  under  certain  circumstances,  the  judicious  use  of 
hydragogue  purgatives,  murcurial  cholagogues,  and  stimulant 
expectorants  will  he  attended  with  the  very  best  results.  Lastly, 
it  is  unnecessary  for  me  to  insist  upon  the  essential  importance  in 
these  patients  of  attention  to  the  diet,  which  must  be  highly 
nutritious,  perfectly  digestible,  and  given  at  short  intervals ;  and 
under  this  head  I  of  course  include  the  administration  of  stimu¬ 
lants  in  proper  form  and  in  proper  amount.  Occasionally  it  is 
necessary  in  the  child  to  perform  paracentesis,  and  my  experience 
is  that  this,  if  carefully  practised,  may  in  some  cases  give  not 
only  immediate  but  permanent  relief. — British  Medical  Journal , 
April  26,  1890,  p.  940. 


23. — ON  FUNCTIONAL  DISORDERS  OF  THE  HEART. 

By  Sir  Dyce  Duckworth,  M.D.,  Hon.  Physician  to  H.R.H.  the 
Prince  of  Wales  ;  Physician  to  St.  Bartholomew’s  Hospital. 

Our  subject  to-day  relates  to  irregular  and  inordinate  action  of 
the  heart  and  blood  vessels,  whether  that  action  be  unduly  slow, 
irregular,  intermittent,  or  unduly  frequent. 

We  are  here  face  to  face  with  symptoms  which  though  in  many 
cases  appearing  practically  alike,  yet  own  varied  causation,  and  in 
each  case  our  duty  is  to  trace  out  the  cause.  Symptoms  of  diseases 
at  the  bedside  are  thus  like  the  products  of  diseases  in  the  dead- 
house.  A  morbid  change  may  be  the  result  of  very  different 
causes,  and  the  clinical  history  alone  can  sometimes  supply  us 
with  the  exact  cause  which  led  up  to  the  particular  morbid 
product.  Hence  morbid  anatomy  often  reveals  but  a  part  of  the 
whole  story  of  the  case  under  examination. 

I  shall  treat  the  subject  of  functional  cardio-vascular  and 
rhythmical  disturbance  in  the  following  order  : 

Infrequency  j 

Intermittency  r  Arrhythmia . 

Irregularity  ) 

Inordinate  frequency  ( Tachycardia ). 

Inordinate  vascular  pulsation. 

Infrequency . — Infrequent  Pulse  ( Pulsus  varus). — This  condition 
is  not  often  met  with.  Sometimes  it  appears  as  a  constitutional 
peculiarity,  not  more  than  thirty  or  forty  beats  occurring  in  the 
minute.  Such  infrequency  may  accompany  convalescence  from 
acute  diseases.  Where  physical  signs  of  cardiac  disease  are 
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detectible,  aortic  stenosis  or  fatty  condition  of  the  walls  may  be 
indicated.  The  most  marked  instances  within  my  own  knowledge 
of  the  class  of  cases  I  now  refer  to  arose  apparently  as  a  result  of 
the  influence  of  malarial  poison,  which  sometimes  leaves  an  im¬ 
press  for  life  on  the  heart’s  rhythmical  action  in  respect  of  infre¬ 
quency.  Jaundice  is  well  known  to  cause  infrequency  of  pulse. 
Increased  arterial  tension  has  this  effect,  hut  in  much  less  degree. 
The  nervous  condition  upon  which  this  alteration  of  rhythm  de¬ 
pends  is  either  of  temporary  or  of  permanent  character.  The 
results  of  injuries  to  the  head  causing  infrequent  pulse  may  be 
recalled  in  this  connection — the  so-called  pulsus  cephalic  us,  also 
met  with  in  encephalitis,  meningitis,  cerebral  abscess,  and  hemor¬ 
rhage.  Whether  the  condition  is  due  to  inhibitory  sympathetic 
influence,  or  to  intensified  action  of  the  vagi  fibres  is  not  certainly 
known.  In  the  acute  cerebral  disorders,  infrequency  may  sud¬ 
denly  give  way  to  extreme  frequency  or  to  irregularity,  the  morbid 
process  either  being  of  a  wandering  nature,  or  acting  at  one  time 
in  a  paresifung,  and  at  another  in  an  irritating,  fashion.  In  the 
instances  due  to  malarial  influence,  we  must  suppose  that  some 
abiding  change  has  occurred  in  the  cardiac  centres  in  the  medulla 
oblongata,  whereby  a  complete  alteration  of  rhythmic  impulse  is 
established.  In  any  case  of  infrequency,  there  are  no  facts,  so  far 
as  I  know,  to  justify  anxiety  or  a  grave  prognosis  in  respect  of 
longevity. 

Intermittency . — I  take,  next,  intermittent  action  of  the  heart, 
that  condition  of  pulse  known  as  arrhythmia.  The  pulse  here  is 
regular,  but  from  time  to  time  a  beat  is  dropped.  The  next  beat 
is  more  forcible.  This  has,  as  is  well  known,  sometimes  no 
important  significance,  at  others  it  may  portend  grave  cardiac 
disease.  Under  the  influence  of  emotion  or  excitement,  irregular 
action  is  apt  to  supervene  in  some  persons,  but  this  maj’  only  occur 
when  there  is  from  some  cause  a  lowered  standard  of  general  health. 
It  is  not  peculiar  to  either  sex.  It  may  be  affirmed  that  irregu¬ 
larity  is  commonly  of  graver  import  than  mere  intermittence.  In 
any  case  the  gravity  is  to  be  determined  by  careful  physical 
examination  of  the  heart  and  radial  pulses.  As  emotion  or 
excitement  passes  off,  the  heart’s  action  becomes  regular  in  most 
of  the  simple  cases.  Amongst  the  less  serious  causes  of  intermit¬ 
tent  action  may  be  noted  the  action  of  excess  of  tea-drinking  or 
indulgence  in  tobacco-smoking.  Prolonged  overwork,  night-work, 
curtailment  of  sleep,  anxiety  and  worry,  violent  shock  or  grief,  are 
all  recognised  factors  in  inducing  intermittent  cardiac  action. 
If  the  sufferer  is  not  advanced  in  life,  and  mends  his  bad  habits, 
with  time,  all  such  effects  may  pass  off,  a  proper  trophic  equili¬ 
brium  being  attained.  Habitual  intermittency  may,  however,  be 
compatible  with  a  full  term  of  life  and  a  heart  practically  sound. 
Intermittency  may  pass  off  temporarily  under  the  stress  of  an 
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acute  illness  with  pyrexia,  and  return  with  the  re-establishment 
of  health. 

The  cause  of  temporary  intermittency  is  not  uncommonly  irri¬ 
tation  set  up  by  dyspepsia.  Recumbent  posture  may  aggravate  it, 
and  the .  assumption  of  the  erect  position  remove  it.  Hence, 
retiring  to  rest  after  a  full  meal  may  prove  an  exciting  cause.  An 
over-acid  state  of  the  primary  digestive  process  in  the  stomach  and 
duodenum  may  be  thus  provocative.  The  line  of  irritation  here 
is  not  far  to  seek,  the  gastric  branches  of  the  vagus  conveying 
morbid  impulses  to  the  circulatory  centres  in  the  medulla  oblongata. 

For  purposes  both  of  diagnosis  and  prognosis  in  any  given  case 
care  must  be  taken  to  ascertain  the  degree  of  arterial  tension 
present.  Speaking  generally,  it  may  be  affirmed  that  high  tension 
pulses  with  intermittency  are  of  more  serious  moment  than  the 
reverse,  such  conditions  probably  being  significant  of  progressive 
damage  to  the  valves  and  coats  of  the  aorta.  Again,  the  super¬ 
vention  of  intermission  in  the  pulse  after  sudden  exertion  is  of 
graver  import  than  an  abiding  condition  of  intermittency  under 
ordinary  conditions.  The  weak  heart  fails  under  stress,  the  sound 
heart  rallies  under  this  exertion.  We  may  speak  of  two  forms  of 
intermittent  pulse  :  (a)  where  the  condition  is  constant,  and  ( b ) 
where  it  is  only  occasionally  induced. 

a.  Constant  Intermittency. — The  patient  is  generally  in  middle  or 
advancing  life.  He  may  be  quite  unaware  of  any  cardiac  irregu¬ 
larity,  or  may  subjectively  realise  the  thump  of  the  organ  as 
a  more  vigorous  beat  succeeds  to  the  intermission.  This  condition 
is  not  of  serious  import  in  the  absence  of  any  marked  signs  of 
heart  failure  or  arterial  decay,  and  is  compatible  with  advanced 
longevity.  Chloroform  commonly  removes  the  intermissions,  and 
a  meal  with  some  stimulant  may  often  act  similarly.  Intermit¬ 
tency  of  the  pulse  is  often  associated  with  the  gouty  habit  of 
body  ;  it  may  be  an  abiding  condition  or  only  temporary.  1  am 
inclined  to  believe  that  the  gouty  habit  induces  irregularity  rather 
than  intermission  of  cardiac  action,  and  I  shall  reserve  what  I 
have  to  say  on  this  point  till  I  come  presently  to  discuss  irregu- 
larity  of  rhythm, 

b.  The  intermissions  may  be  only  occasionally  present  as  the 
result  of  some  dietetic  error  or  dyspeptic  condition  ;  excess  of  tea, 
coffee,  or  tobacco  may  induce  this,  and  what  is  not  an  excess  in 
any  of  these  agents  for  some  persons  may  prove  highly  provocative 
in  others,  who  a'e  readily  affected  by  them. 

Irregularity. — Irregular  Cardiac  Action. — By  this  is  signified 
irregularity  of  rhythm  and  inequality  of  tension.  The  pulse  is 
irregular  in  force  and  volume.  This  is  sometimes  a  temporary 
condition,  due  to  dyspepsia  more  often  than  to  any  other  cause, 
especially  flatulent  dyspep-ia.  Emotion  may  likewise  induce  this. 
Abuse  of  tea,  coffee,  and  tobacco  may  also  be  provocative.  It  is 
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perhaps  less  common  to  meet  with  persistent  cardiac  irregularity 
than  persistent  iutermittency  apart  from  manifest  organic  change 
in  the  walls  or  valves  of  the  heart,  and  when  it  occurs  is  probably 
of  graver  import.  Prognosis  in  any  case  will  depend  altogether 
on  the  textural  soundness  of  the  heart.  Though  occasionally  met 
with  in  fatty  degeneration  of  the  cardiac  muscle,  it  is  more  often 
absent  than  present.  The  disturbances  of  the  heart’s  action  which 
depend  on  a  gouty  habit  of  body  are  very  noteworthy.  Irregu¬ 
larity  of  the  pulse  is  apt  to  supervene  after  middle  life.  1  here 
may  have  been  occasional  intermittent  action  of  the  heart 
previously.  The  irregularity  is  very  pronounced  sometimes,  and 
may  per.'ist  for  many  years  without  the  supervention  of  any 
detectibie  organic  lesions  save  weakness.  Attacks  of  overt  gout 
and  of  gouty  ailments,  such  as  phlebitis,  may  occur  from  time  to 
time.  In  such  persons,  suffering  from  chronic  eczema,  there  is 
sometimes  observed  a  return  to  regular  action  of  the  heart  if  the 
skin  atfection  becomes  active  and  itchy.  This  may  happen  again 
and  again  in  the  same  patient. 

Inordinate  Frequency. — Palpitation. — The  special  significance 
of  palpitation  apart  from  organic  disease  varies  greatly.  The 
patient  may  or  may  not  be  conscious  of  undue  or  violent  cardiac 
action.  It  is  either  temporary  or  persistent.  Dyspeptic  dis¬ 
turbance  is  often  to  blame  for  the  temporary  form.  In  the  abiding 
varieties  there  is  commonly  profound  nervous  disorder.  In 
accentuated  form,  the  malady  known  as  Graves’s  disease  presents 
this  as  one  of  its  three  cardinal  symptoms. 

Paroxysmal  varieties  have  been  noted  in  connection  with  chronic 
rheumatic  arthritis,  of  which  I  have  noted  several  instances. 
Dr.  Samuel  West  has  noted  examples  of  paroxysmal  heart  hurry 
not  dependent  on  any  permanent  recognisable  disease  of  the  heart, 
though  temporarily  accompanied  b}r  dilatation  and  murmur.  Dr. 
Bristovre  first  called  attention  to  cases  of  this  nature,  styling  them 
instances  of  “  recurrent  palpitation  of  extreme  rapidity  in  persons 
otherwise  apparently  healthy.”  It  is  probable  that  under  the 
name  palpitation  several  varieties  of  cardiac  disturbance  may  have 
to  be  differentiated.  Dr.  Bristowe  is  of  opinion  that  there  is  no 
essential  distinction  to  be  drawn  between  cases  of  palpitation 
characterised  by  simple  rapid  cardiac  action,  and  those  in  which 
rapidity  and  irregularity  are  combined,  and  that  the  paroxysmal 
state  may  eventuate  into  a  persistent  one.  In  some  of  these  ca>es 
the  cardiac  pulsations  do  not  always  reveal  themselves  at  the 
radial  artery.  In  several  of  those  recorded  by  Dr.  Bristowe  there 
was  organic  disease,  and  in  one  there  was  hypertrophy  and  dila¬ 
tation,  although  there  was  neither  disease  of  the  valves  nor 
degeneration  of  the  cardiac  muscle.  Such  changes  as  occur  in 
uncomplicated  cases  Dr.  Bristowe  believes  to  be  the  consequence 
of  the  disordered  rhythm,  and  not  the  cause  of  it.  Many  of  them 
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persist  for  years,  some  as  long  as  fourteen  years,  but  they  usually 
end  fatally,  and  sometimes  suddenly,  by  syncope.  Rapid  pulsa¬ 
tions  may  alternate  with  great  infrequency  in  some  of  these  cases, 
two  hundred  beats  giving  place  to  thirty-four  in  a  few  days  in  one 
recorded  by  Dr.  Bristowe.  The  paroxysms  are  apt  to  come  on 
without  warning  or  any  recognisable  provocation,  and  may  last  a 
few  minutes  or  hours,  or  even  for  months  before  an  ordinary  pulse 
rate  is  restored. 

It  is  noteworthy  that  cases  of  this  kind  occur  in  middle  life, 
and  about  equally  in  both  sexes.  Dr.  West  is  of  opinion  that  the 
symptoms  are  due  to  myocarditis,  and,  though  nervous,  depend  on 
structural,  though  presumably  temporary,  changes  in  the  muscular 
tissue,  and  he  thus  differs  from  Dr.  Bristowe  in  his  interpretation 
of  their  true  nature.  Certainly,  a  gradual  failure  of  the  heart  is 
apt  to  supervene  in  these  cases,  and  the  prognosis  in  any  given 
instance  must  be  considered  grave  both  in  respect  of  renewed 
paroxysms  and  of  the  ultimate  issue.  As  antecedents  of  several 
of  the  recorded  cases,  it  is  to  be  noted  that  rheumatism  and 
syphilis  figure,  and  that  undue  strain  is  often  the  exciting  cause  of 
paroxysms.  These  facts  appear  to  me  to  justify  Dr.  West’s  views 
in  respect  of  their  pathogeny  rather  than  those  of  Dr.  Bristowe. 

Inordinate  Vascular  Pulsation. — This  condition  is  well  recognised 
as  a  functional  disorder.  It  is  found  in  the  abdominal  aorta 
in  conditions  of  anaemia,  and  after  hemorrhage  due  to  gastric 
ulcer.  In  persons  during  middle  life,  of  both  sexes,  I  have 
witnessed  many  examples,  sometimes  with  dyspepsia  in  an  atonic 
form,  with  hypochondriasis,  and  a  tendency  to  oxaluria.  Again 
and  again  I  have  had  cases  submitted  for  an  opinion  as  to  the  like¬ 
lihood  of  aneurysm.  In  leukaemia  and  pernicious  anaemia  I  have 
not  met  with  inordinate  pulsation  in  the  large  arteries.  I  have 
followed  some  of  these  cases — when  death  has  supervened  from 
other  causes — to  the  post-mortem  room,  and  have  never  found  any 
gross  morbid  anatomy  for  them.  The  conclusion  is  therefore  clear 
that  they  are  dependent  on  disordered  nervous  conditions.  No 
mere  temporary  state  of  diminished  arterial  tension  will  account 
for  the  symptoms.  There  must  be  some  loss  of  vaso-motor  control. 
The  associated  nervous  symptoms  and  antecedent  neurotic  condi¬ 
tions  must  not  be  ignored  in  most  of  the  cases.  I  have  never  seen 
or  read  of  a  fatal  issue  as  a  consequence.  The  drugs  which  prove 
of  any  avail  are  such  as  act  specially  through  the  nervous  system, 
and  this  fact  also  sheds  light  on  the  nature  of  the  ailment. 

Hysterical  palpitation  is  a  well-marked  variety.  Emotion,  fits 
of  bad  temper,  and  fright  are  provocative  in  persons  already  dis¬ 
posed.  The  gouty  habit  of  body  is  certainly  a  cause.  The  palpi¬ 
tation  may  be  entirely  subjective,  the  cardiac  rhythm  not  being 
really  increased,  but  the  beats  forcible,  and  giving  rise  to  loud 
sounds.  Sometimes  the  beat  appears  to  the  patient  to  stop, 
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and  resume  its  action  with  a  violent  thump  or  sensation  as 
of  “  turning  over.” 

Examples  of  what  is  termed  irritable  heart  come  into  this  large 
category.  These  occur  most  frequently  in  young  men  who  take 
violent  exercise,  and  live  hard  iu  all  wavs.  Both  in  the  navv  and 
army  such  cases  occur,  especially  in  the  first  years  of  service,  and 
heavy  drill  and  violent  muscular  exertion  are  to  blame.  No 
valvular  lesion  is  found  in  these  cases,  but  the  action  of  the  heart 
is  violent,  and  indicates  some  degree  of  hypertrophy.  Unless  rest 
is  secured  for  a  long  time  in  such  instances  some  permanent  lesion 
is  certain  to  accrue,  and  many  of  the  patients  are  dismissed  from 
the  services  before  recovery  takes  place.  The  young  military 
recruit  suffers  more  than  the  young  seaman.  The  former  is  often 
younger  than  he  avows,  and  has  perhaps  been  poorly  nourished  ; 
while  the  latter  is  more  carefully  selected  and  gradually  trained 
to  his  duties.  His  dress,  also,  allows  of  less  restraint  to  the 
circulation. 

Graves’s  disease  is  an  exquisite  example  of  a  cardio-vascular 
disorder  dependent  directly  on  neurotic  influence.  The  latter  is 
either  inherited  in  some  form,  or  acquired  as  the  result  of  exhaus¬ 
tion  by  spanaemia,  poor  nutrition,  or  prolonged  diarrhoea.  The 
disorder  is,  however,  not  to  be  considered  in  the  class  now  before 
us,  for  there  is  certainly  more  than  functional  disorder  here. 
There  are  several  grades  of  it,  some  cases  being  temporary,  others 
being  very  severe  and  fatal.  Whether  the  primary  nerve  disorder 
lies  in  the  sympathetic  cervical  ganglia  or  in  the  medulla  oblongata 
is  not  yet  determined. 

Balfour,  of  Edinburgh,  teaches  that  nervous  origin  of  any  case 
of  palpitation  may  be  ascertained  by  making  the  patient  exert 
himself.  Extra  exertion  has  the  effect  of  subduing  the  rapid 
action.  With  organic  lesion  (such  as  fatty  change)  present  the 
contrary  effect  will  ensue. 

In  the  earlier  stages  of  rapidly  advancing  chronic  rheumatic 
arthritis,  persistent  tachycardia  has  been  especially  noted.  The 
pulse  may  be  as  frequent  as  120,  or  reach  200  in  the  minute,  with¬ 
out  any  cardiac  or  vascular  murmurs,  and  in  the  absence  of  pyrexia. 
Dr.  Kent  Spender,  of  Bath,  has  called  attention  to  these  remark¬ 
able  symptoms,  and  my  experience  is  confirmatory  of  his  observa¬ 
tions.  Women  appear  to  furnish  most  examples  of  this  disorder. 
It  is  to  be  noted  that  this  form  of  tachycardia  is  persistent,  and 
not  paroxysmal,  and  is  hardly,  if  at  all,  amenable  to  ordinary 
cardiac  sedatives. 

In  the  condition  of  the  respiration  known  as  “  Cheyne-Stokes 
breathing,”  the  pulse  may  become  diminished  in  force  and 
frequency  towards  the  end  of  the  respiratory  pause,  but  irregu¬ 
larity  is  not  usually  noted ;  it  is  commonly  of  high  tension. — 
British  Medical  Journal ,  Aug.  16,  1890,  p,  371. 
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24. — ON  THE  VARIETIES  AND  SIGNS  OF  BRONCHITIS. 

By  Vincent  D.  Harris,  M.D.,  F.R.O.P.,  Physician  to  the 
Victoria  Park  Hospital  for  Diseases  of  the  Chest,  London. 

The  classification  of  cases  of  bronchitis  which  I  propose  is  as 
follows  : — The  first  class  includes  all  cases  in  which  bronchitis  may 
be  considered  as  a  primary  affection  coming  on  after  exposure  to 
cold,  from  epidemic  influence,  or  what  not.  Many  conditions  are 
believed  to  predispose  to  the  affection,  of  which  may  be  mentioned 
hereditary  tendency,  infancy  or  old  age,  and  feebleness  of  consti¬ 
tution  :  in  many  cases,  no  doubt,  being  a  specific  affection  due  to 
a  distinct  micro-organism.  Such  a  disease  may  be  acute  or 
chronic,  may  implicate  chiefly  the  large  or  the  small  tubes,  and 
may  vary  materially  in  the  severity  of  the  accompanying  inflam¬ 
mation,  in  the  sputum  expectorated,  in  the  symptoms,  and  in  the 
results  which  ensue. 

The  second  class  of  bronchial  catarrh  includes  all  those  cases 
in  which  bronchitis  occurs  as  a  symptomatic  affection.  The 
catarrh  accompanies  many  constitutional  diseases,  and  is,  it  may 
be,  another  local  manifestation  of  the  working  of  the  poison,  wdiich 
produces  the  more  characteristic  symptoms  of  the  disease.  Of 
these  catarrhs  may  be  mentioned  that  of  measles,  that  of  typhoid 
fever,  that  of  gout,  and  that  of  rheumatism. 

The  third  and  most  comprehensive  class  comprises  the  cases  in 
which  bronchitis  occurs  as  a  consequence  of  some  local  cause 
within  the  chest.  Such  causes  are  referable  to  some  abnormality 
of  the  blood-supply,  bronchial  or  pulmonary,  almost  always  arising 
from  a  valvular  lesion  of  the  heart ;  to  some  pre-existing  derange¬ 
ment  of  the  bronchial  air  tubes  or  of  the  surrounding  lung  tissue 
(such  acting,  perhaps,  only  as  predisposing  causes).  This  class 
includes,  too,  all  cases  of  bronchitis  due  to  pressure — e.g.,  of  an 
aneurysm,  or  of  a  growth  external  to  the  lung,  and  all  cases  of 
growths  external  to,  and  all  cases  of  growths  within,  the  lungs,  of 
which  tubercle  is  by  far  the  most  common. 

The  pathology  of  all  cases  of  bronchitis  is  very  much  the  same. 
An  irritation,  either  general  or  local,  sets  up  a  certain  amount  of 
inflammation  of  the  bronchial  mucous  membrane,  and  with  the 
inflammation  is  more  or  less  exudation.  The  mucous  glands 
wherever  they  are  present  (and  they  do  not  disappear  until  the 
cartilage  disappears  from  the  bronchial  walls)  and  the  superficial 
epithelium  lining  the  bronchial  tubes  throughout  the  whole  of  the 
inflamed  district  take  part  in  the  inflammation,  and  add  to  the 
exudation.  Thus  we  find  in  any  bronchitic  sputum  epithelial  cells 
more  or  less  changed,  colourless  blood-corpuscles,  and  often 
coloured  corpuscles,  as  well  as  mucus  and  mucus-corpuscles  which 
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are  about  the  size  of  colourless  corpuscles  of  the  blood,  and  which 
are,  according’  to  Hamilton,  immature  epithelial  cells,  the  waste 
products  of  the  germinal  or  formative  layer  of  epithelium,  and 
possibly  of  the  mucous  glands  themselves.  In  addition,  there  are 
always  found  micro-organisms  of  different  kinds,  chiefly  micro¬ 
cocci,  but  sufficiently  numerous  bacilli.  Nearly  all  these  bacteria 
(specimens  of  which  are  shown  under  the  microscope  to-day)  are 
most  likely  saprophytic  only  in  their  nature.  When  we  remember 
that  the  mucous  membrane  of  the  mouth  swarms  with  micro¬ 
organisms,  of  which  Professor  Miller  of  Berlin  has  isolated  no  less 
than  twenty-five  different  species,  and  that  most  of  these  appear 
exactly  alike  under  the  microscope,  it  does  not  promise  to  be  an  easy 
task  to  ascribe  to  one  or  other  species  the  important  pathogenic 
function  of  having  produced  this  disease,  or  indeed  asthma,  and  yet 
there  isno  reasonable  doubt  that  bronchitis  and  pneumonia — and  why 
not  asthma  P — are  sometimes  caused  by  specific  micro-organisms. 

The  immense  number  of  micro-organisms  in  ordinary  bronchitic 
sputum  makes  it  all  the  more  important  that  those  who  undertake,, 
for  diagnostic  purposes,  the  examination  of  sputum  for  tubercle 
bacilli  should  attend  most  carefully  to  the  differentiation  of  the 
micro-organisms  with  acids,  alcohol,  or  both,  as  well  as  to  the 
double  staining  of  the  specimens  they  examine.  Otherwise  it  is 
possible  that  some  of  the  rod  forms  of  ordinary  bronchitic  sputum 
may  be  mistaken  for  tubercle  bacilli.  The  negative  sign — namely, 
the  absence  of  tubercle  bacilli — is  most  useful  in  the  diagnosis  of 
simple  bronchitis.  In  bronchitic  sputum  there  are  also  sometimes 
small  masses  of  albuminous  or  fibrinous  material,  sometimes  the 
spirals  of  Leyden,  Charcot’s  crystals,  cholesterin,  leucin,  and 
tyrosin,  etc.  I  should  like  to  express  my  conviction  that  no  hard 
and  fast  line  of  demarcation  can  be  drawn  between  catarrhal 
bronchitis  and  the  so-called  croupous  form  ;  in  fact,  between  the 
simplest  form  of  catarrh,  to  which  many  would  hardly  give  the 
name  of  inflammation,  and  in  which  there  is  scarcely  anything 
abnormal  but  some  swelling  of  the  mucous  membrane,  and  the 
severe  form  in  which  casts  of  the  bronchial  tubes  are  expectorated 
or  are  found  post  mortem  in  the  bronchi  (such  as  this  beautiful 
specimen  from  our  museum  so  well  illustrates).  In  fact,  I  believe 
that  there  is  every  possible  stage  between  these  two  apparently 
diverse  forms  of  the  disease,  without  any  break  one  form  passes 
insensibly"  into  the  other.  The  cases  which  stand,  as  it  were,  mid¬ 
way  between  the  extremes  are  those  in  which  the  sago-grain 
fibrinous  masses  occur  in  the  sputum,  of  the  colour  of  boiled  rice, 
two  cases  of  which  have  been  in  the  hospital  lately. 

I  would  now  say  a  few  words  about  the  physical  signs  of  bron¬ 
chitis.  They  are  not  numerous.  In  the  first  place,  the  percussion 
of  the  chest  gives  a  perfectly  natural  resonance,  and  this  in  spite  of 
the  fact  that  the  lung  is  more  congested  and  vascular  than  natural,.. 
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and  that  it  contains  more  fluid  witliin  the  tubes.  This  is  a  some¬ 
what  paradoxical  fact,  and  needs  explanation.  Stokes  suggests 
that  it  might  be  due  to  a  previous  dilatation  of  the  air  cells  which 
may  temporarily  exist,  and  that  the  air  thus  accumulated  might 
compensate  for  that  which  has  been  displaced  by  the  state  of  the 
mucous  tissue.  The  absence  of  dulness  or  impaired  resonance  in 
primary  bronchitis  is  of  course  a  negative  sign  of  the  greatest 
value;  and  when  it  continues  for  five  or  six  days  with  an  acute 
inflammation  of  the  lung  it  is  an  almost  certain  sign  that  there  is 
nothing,  as  far  as  the  lung  is  concerned,  but  bronchitis.  As  regards 
auscultation ,  the  signs,  as  you  remember — namely,  the  rhonchus  and 
sibilus,  with  or  without  crepitations  of  different  size — indicate  first 
of  all  the  swelling  of  the  mucous  membrane,  which  diminishes  the 
calibre  of  the  tubes,  or  the  presence  of  fluid  within  their  lumina. 
I  am  unable  to  see  why  it  should  be  necessary  to  suppose  that 
together  with  these  obstructions  to  the  entrance  of  air  there  should 
be  added  spasmodic  contraction  of  the  bronchial  muscular  fibres, 
as  some  suppose.  Sometimes,  in  addition  to  this,  there  is  an 
absence  of  breathing  sounds  in  considerable  districts  of  the  lung. 
This  is  a  serious,  but  luckily  a  rare,  event  in  ordinary  bronchitis. 
As  a  rule  it  is  a  temporary  phenomenon,  and  is  due  to  a  blocking  of 
a  larger  or  smaller  bronchus  with  a  plug  of  mucus.  Nearly  every 
author  whose  works  1  have  consulted  upon  this  subject  gives  one 
or  more  cases  where  this  has  happened,  and,  I  suppose,  we  have  all 
met  with  such.  Yet,  as  I  say,  it  is  rare  in  ordinary  bronchitis. 
The  danger  of  this  plugging  is  rather  due  to  the  sudden  obstruction 
to  the  entrance  of  the  air  than  to  the  amount  of  lung  tissue  deprived 
of  air.  The  plug  is  sometimes  suddenly  removed  by  a  fit  of  coughing. 

The  methods  of  inspection  and  palpation  aid  us  little  in  bron¬ 
chitis,  and  we  have,  as  regards  physical  signs,  to  rely  upon  the 
negative  sign  of  the  absence  of  dulness,  and  the  auscultatory 
rhonchus,  sibilus,  and  mucous  rales.  The  only  symptom  of  bron¬ 
chitis,  in  addition  to  the  cough  and  sputum,  which  need  be  men¬ 
tioned  is  one  which  has  been  already  incidentally  alluded  to — viz., 
dyspnoea.  A  certain  amount  of  dyspnoea  is  always  present,  but  it 
may  be  very  slight — in  fact,  it  varies  from  a  slight  wheezing  to  the 
pronounced  excessive  dyspnoea  such  as  is  observed  during  an 
attack  of  asthma.  When  the  dyspnoea  is  great,  there  is  either 
inflammation  of  the  small  tubes  with  fever,  with  marked  sibilant 
sounds  on  auscultation  ;  or  the  exudation  is  inclined  to  be  croupous 
rather  than  catarrhal,  or  a  plug  is  lodged  in  a  bronchial  tube,  pro¬ 
ducing  the  condition  before  described ;  or  finally,  there  is  some 
complication  such  as  broncho-pneumonia.  One  of  the  most  impor¬ 
tant  prognostic  criteria  under  these  circumstances  is  the  condition 
of  the  circulation.  If  there  be  much  blueness  of  the  lips  and 
tongue,  with  coldness  of  the  extremities,  cold  sweats  and  small* 
feeble,  perhaps  irregular  pulse,  the  condition  is  serious.  It  is  also 
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a  sign  of  the  gravity  of  the  attack  if  there  is  high  fever,  coupled 
with  loud  and  intense  rales  all  over  the  chest ;  and  again,  accord¬ 
ing  to  Stokes,  if  with  the  fever  during  ordinal')''  respiration  we 
hear  little  or  no  rale,  because  in  the  latter  case  the  finer  ramifica¬ 
tions  of  the  bronchial  tubes  are  so  turgid  that  during  ordinary 
respiration  the  air  cannot  enter  them  with  sufficient  force  to  pro¬ 
duce  a  tone.  A  forced  inspiration,  however,  will  bring  the  sounds 
forth  with  considerable  distinctness. 

I  do  not  propose  to  devote  more  time  to  the  subject  of  primary 
bronchitis,  but  will  next  turn  for  a  few  minutes  to  the  second  class, 
into  which  I  have  divided  bronchial  catarrhs,  and  that  only  for 
the  purpose  of  drawing  attention  to  the  fact  that  the  presence  of 
marked  and  persistent  bronchial  catarrh  may  be  such  as  to  make  a 
case  of  typhoid  fever  be  mistaken  for  general  acute  tuberculosis  of 
the  lung.  I  have  seen  such  a  mistake  made,  and  it  is  neither  very 
uncommon  nor  yet  deserving  of  much  blame.  Now,  in  typhoid 
fever  and  in  measles  bronchitis  is  sufficiently  common,  and  is,  in 
all  probability,  a  manifestation  of  the  specific  poison  in  both  cases ; 
in  rheumatism  and  (according  to  various  weighty  authorities)  in 
gout,  again,  the  catarrh  is  but  a  manifestation  of  the  working  of 
the  specific  poison.  Dr.  Greenhow  has  laid  stress  upon  the 
frequent  concurrence  of  gout  and  psoriasis  or  eczema  with  bron¬ 
chitis  among  the  out-patients  of  our  hospitals.  He  found  that  in 
about  one-quarter  of  the  cases  of  bronchitis  among  his  out-patients 
gout  showed  itself  in  a  regular  form,  either  coincidentally  or 
alternately  with  the  bronchitis;  in  others  bronchitis  was  joined 
with  the  so-called  rheumatic  gout.  He  also  called  attention  to  the 
form  of  dyspnoea  generally  known  under  the  name  of  gouty 
asthma,  or  the  “  asthmatic  dyspnoea  ”  of  Dr.  Graves.  This  form  of 
dyspnoea,  in  which  spasm  of  the  bronchial  muscles  is  said  to  enter, 
is  always  associated  with  bronchial  inflammation  in  which  the 
exudation  is  particularly  sticky  and  difficult  of  expectoration. 

The  third  class  of  cases,  which  includes  those  I  have  called  local 
bronchial  catarrhs,  is  I  think  even  more  important  to  us  as  con¬ 
nected  with  a  chest  hospital  than  the  preceding  two  classes,  as 
under  this  head  is  included  the  bronchial  catarrhs  connected  with 
pulmonary  tuberculosis. 

Before  we  can  discuss  the  connection  between  bronchitis  and 
phthisis,  it  will  be  necessary  to  allude  to  a  condition  of  the  lung 
which  is  connected  with  bronchitis — that  is  to  say,  bronchiectasis . 
Of  the  chief  causes  which  produce  chronic  bronchitis,  one  of 
the  commonest  may  be  said  to  be  the  constant  inhalation  of  irrita¬ 
ting  particles,  which  is  bound  to  happen  in  occupations  such  as  that 
pursued  by  coal-miners,  masons,  knife-grinders,  and  the  like.  In 
this  form  of  chronic  bronchitis  the  course  of  the  carbonaceous 
particles  has  been  carefully  traced  by  Professor  Hamilton  by 
means  of  microscopic  examination  of  the  lungs  of  patients  who 
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have  died  of  the  disease,  as  follows  :  “They  first  penetrates- 
through  the  infundibula,  air  vesicles,  and  smallest  bronchi,  and- 
from  these  they  are  poured  into  certain  of  the  peri-bronchial 
lymphatics,  but  mostly  into  the  large  peri-vascular  branches. 
Those  which  enter  the  peri-bronchial  lymphatics  apparently  very 
soon  pass  into  the  larger  lymphatics  round  the  arteries.  From  the 
peri-vascular  lymphatics  they  run  into  the  lobular  septa,  from  this 
to  the  deep  layer  of  the  pleura,  and  finally  into  the  bronchial 
glands.”  The  peri-bronchitis  and  peri-arteritis  which  follow  in 
some  cases  appear  to  implicate  not  only  the  fibrous  tissue  around 
the  bronchi  and  arteries,  but  also  the  lobular  septa  and  pleura,  so 
that  a  very  large  amount  of  new  fibrous  tissue  results.  It  is  by 
the  cicatrisation  of  this  tissue  that  irregular  dilatations  of  the 
bronchi  result,  so  Dr.  Hamilton  says.  They  may  occur  anywhere 
in  the  lung,  but  particularly  in  the  apex  and  base.  In  the  latter 
case  it  is  very  likely  that  it  is  the  chief  posteiior  basic  bronchus  in 
either  lung  which  is  affected.  This  has  been  shown  by  the 
researches  of  Aeby  and  Ewart  to  be  the  main  continuation  of  the 
bronchial  stem.  It  is  only  fair  to  say  that  some  pathologists  and 
physicians  take  a  different  view  of  the  formation  of  irregular 
bronchiectases  in  the  lower  lobe  of  the  lung  than  the  one  here 
given.  Many  believe  that  they  are  due  to  antecedent  pleurisy  and 
consequent  fibrous  thickening.  Whether  this  view  is  correct  or 
not,  there  is  no  doubt  that  chronic  bronchial  catarrh  is  always 
associated  with  the  condition  described. — Lancet ,  May  17,  p.  1054, 


25.— ON  THE  RELATION  OF  BRONCHITIS  TO  PHTHISIS. 

By  Vincent  D.  Hakris,  M.D.,  F.I4.C.P.,  London. 

The  question  as  to  the  relationship  between  bronchitis  and  phthi¬ 
sis  will  always  be  one  most  interesting  to  practical  physicians.  The 
relationship,  no  doubt,  is  not  always  the  same,  but  one  may  put 
the  matter  shortly,  and  say  that,  speaking  generally,  when  the 
affections  occur  together  bronchitis  is  more  often  than  not,  at  all 
events,  an  effect  of  the  presence  of  tubercle  within  the  lung  tissue. 
Whether,  indeed,  phthisis  is  ever  an  effect  of  bronchitis  is  not 
certain.  At  any  rate,  if  bronchitis  produces  phthisis,  it  produces  it 
only  very  indirectly.  If  one  takes  the  view  that  phthisis  is  always 
tubercular,  then  phthisis  must  always  be  caused  directly  by  the 
specific  micro-organism— the  tubercle  bacillus  of  Koch, — and 
cannot  be  due  to  anything  else.  Consequently,  bronchitis  can 
never  be  looked  upon  as  the  cause  of  phthisis.  If,  however,  wasting 
disease  of  the  lung  is  not  always  tubercular,  then  it  is  possible, 
and  even  probable,  that  bronchitis  may  cause  phthisis.  It  may  be 
the  first  stage  of  a  caseous  broncho-pneumonia,  on  the  one  hand, 
which  is  not  at  first,  at  any  rate,  specific ;  or,  on  the  other,  it  may 
be  the  beginning  of  a  peri- bronchitis  and  peri-arteritis,  from  which 
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results,  as  was  explained  in  ray  last  lecture,  fibroid  induration  of 
the  lung*,  or  the  so-called  fibroid  phthisis.  No  pathologist  would 
go  so  far  as  to  deny’-  that  some  cases  at  any  rate  of  fibroid  phthisis 
are  non-tubercular.  These  are  questions,  however,  too  patho¬ 
logical  for  us  now.  Clinically  the  problems  which  concern  us  are 
these.  When  doe3  bronchitis  occur  in  the  course  of  phthisis? 
When  is  the  diagnosis  of  phthisis  likely  to  be  obscured  by  the 
presence  of  bronchitis  ? 

As  regards  the  first  question,  bronchitis  is  often  the  first  effect 
of  the  presence  of  tubercle  in  the  lung  tissue.  The  tubercles  are 
usually  first  found  at  the  apices  of  the  lungs,  and  the  first  signs  of 
a  tubercular  phthisis  are  those  of  bronchial  catarrh  at  one  or  other 
apex — the  so-called  “apex  catarrh.”  There  is  nothing  to  indicate 
that  the  catarrh  is  a  sign  of  a  specific  infection  except  its  localisa¬ 
tion  to  one  or  other  apex.  And  as  regards  symptoms,  even  if  a 
cough  more  or  less  troublesome  be  present,  there  is  seldom  any 
sputum.  If  there  be  any  sputum,  it  should  be  regularly  examined 
for  tubercle  bacilli.  In  the  absence  of  proof  as  to  tubercle  bacilli 
in  the  sputum  an  absolute  diagnosis  is  at  first  impossible.  It  is 
true  that  catarrh  produced  by  tubercles,  even  in  a" very  early  stage, 
causes  blood-stained  sputa  more  often  than  a  simple  bronchitis 
of  the  same  severity,  and  this  is  an  important  aid  to  diagnosis. 

When  the  consolidation  of  the  lung  tissue  is  sufficiently  marked 
to  alter  the  percussion  note  over  the  affected  area,  the  diagnosis 
may  be  no  longer  difficult.  But  remember  that  the  impairment  of 
resonance  is  not  only  long  delayed  for  weeks  or  months,  but  it 
may  be  masked  by  emphysematous  luug  in  the  neighbourhood,  and 
sometimes,  according  to  the  very  best  authorities,  is  never  suffi¬ 
ciently  great  to  be  a  sure  guide.  If,  with  the  tubercle  at  one  or 
both  apices,  there  be  general  bronchial  catarrh,  the  diagnosis,  in 
the  absence  of  the  impaired  note  over  one  or  more  areas,  and  of 
tubercle  bacilli  in  the  sputum,  is  exceedingly  difficult.  Even  if 
the  former — i.e.,  the  impaired  resonance  on  percussion — be  present 
without  the  latter,  one  cannot  come  to  a  definite  conclusion  with¬ 
out  taking  into  consideration  the  history,  course,  and  symptoms  of 
the  case.  The  history  of  marked  wasting,  night  sweats,  and 
haemoptysis  may  aid  us,  but  we  must  remember  that  all  three  of 
these  symptoms  may  be  present  in  simple  bronchitis.  If  we  care¬ 
fully  put  aside  the  idea  that  there  is  such  a  thing  as  a  specific 
catarrh  which  gives  indication  of  the  presence  of  tubercle  by  signs 
of  its  own,  we  may  obtain  a  good  deal  of  information  from  a 
diagnostic  point  of  view  if  we  remember  the  following  four 
points: — 1.  Localised  catarrh  of  the  lung  is  always  suspicious, 
especially  if  it  begin  at  one  apex.  2.  A  catarrh  which  persists  in 
one  district  of  the  lung  for  some  time,  or  which  slowly  spreads 
from  above  downwards,  is  generall}7-  a  sign  of  tubercular  disease, 
even  if  impaired  resonance  be  absent.  3.  A  catarrh  beginning 
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with  the  smaller  tubes,  and  which  is  localised,  is  even  more  likely 
to  be  a  sign  of  tubercle  than  one  beginning  in  the  larger  tubes  f 
hence  localised,  sibilant,  or  subcrepitant  rales  are  more  suspicious 
than  sonorant  and  crepitant  rales.  4.  A  localised  catarrh  of  the 
smaller  tubes  of  one  apex,  combined  with  rapid  wasting  and  night 
sweats,  irritating  cough,  even  without  sputum,  are  almost  certain 
indications  of  phthisis  of  that  apex.  But  even  in  well-marked 
consolidation  the  signs  of  that  condition  are  often  masked  by 
bronchitic  vales  all  over  the  chest,  insomuch  that  in  the  absence 
of  actual  dulness  (resonance  is  often  generally  impaired,  but  may 
be  apparently  normal)  it  is  difficult  to  come  to  a  correct  conclusion. 
This  state  may  occur  under  two  chief  circumstances — (1)  a  case  of 
chronic  bronchitis  may  have  phthisis  added  to  it ;  or  (2)  a  case  of 
chronic  phthisis  may  have  bronchitis  set  up  either  from  spreading 
of  the  disease  or  accidentally,  as  it  were,  from  cold. 

It  may  be  very  difficult  to  say  whether  a  general  acute  or  sub¬ 
acute  bronchitis  is  or  is  not  tubercular  under  two  circumstances. 
1.  When  a  person  apparently  in  good  health  is  attacked  with 
cough,  dyspnoea,  fever,  and,  possibly,  with  night  swreats  of  great 
severity,  and  with  these  copious  expectoration  of  considerable 
viscidity,  and  some  amount  of  blueness  of  the  lips  and  tongue. 
The  chest,  on  examination,  gives  all  the  signs  of  severe  bronchitis, 
sibilant  and  subcrepitant  rales,  but  no  dulness  anywhere.  The 
diagnosis  in  such  a  case  must  depend  upon  the  examination  of  the 
sputum  for  tubercle  bacilli  and  upon  a  frequent  examination  of  the 
chest  for  the  appearance  of  impaired  resonance  in  patches.  2.  The 
other  condition  is  when  tubercle  has  been  in  progress  of  formation 
in  the  lung  for  some  time,  and  has  given  rise  to  little  bronchial 
irritation.  On  a  sudden,  as  it  wrere,  general  bronchitis  occurs.  In 
such  a  case  there  may  be  on  a  first  examination  sufficient  dulness 
to  help  your  diagnosis  ;  but  there  may  not  be.  In  the  latter  case 
the  examination  of  the  sputum  must  again  be  the  diagnostic 
criterion  used. 

I  must  allude  now  to  those  cases  of  bronchiectasis  which  might 
be  mistaken  for  phthisis,  and  this  will  conclude  the  present  section 
of  the  subject.  Taking  the  physical  signs  of  a  tubercular  cavity 
in  the  lung,  and  comparing  them  with  those  of  a  bronchiectasis, 
we  are  at  once  struck  with  their  almost  complete  identity.  To  what 
diagnostic  criteria  must  we  look  to  distinguish  the  two  conditions? 
In  each  there  may  be  increased  vocal  vibration,  dulness  on  percus¬ 
sion,  large  mucous  rales,  with  bronchial  or  cavernous  breathing 
and  bronchophony,  or  pectoriloquy.  We  must  rely  upon  (1)  the 
history  in  the  one  case  of  phthisis,  in  the  other  of  chronic  bron¬ 
chitis  or  pleurisy  •  (2)  in  the  position  of  the  cavity  (bronchiectases 
are  likely  to  occur  in  positions  not  usually  taken  by  tubercular 
vomicae — e.g.,  into  the  base  of  the  lung,  and  if  in  the  upper  lobe, 
scarcely  ever  at  the  extreme  apex) ;  (3)  in  the  character  of  the 
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cougli  and  expectoration,  especially  in  the  expectoration  of  a  large 
quantity  of  airless,  curdy,  yellowish-brown,  fetid  sputum  from 
time  to  time,  from  which  tubercle  bacilli  are  absent.  Finally 
Stokes  lays  much  stress  on  this — that  in  phthisis  we  first  have 
dulness  and  then  cavity,  while  in  dilated  tubes  we  have  cavity  and 
then  dulness. — Lancet ,  May  24,  1890,  p.  1110. 


26.— ON  THE  TREATMENT  OF  CHRONIC  BRONCHITIS. 

By  Vincent  D.  Harris,  M.D.,  F.R.C.P.,  London. 

The  extreme  prevalence  of  chronic  bronchitis  in  this  country, 
and  particularly  in  London,  has  naturally  been  the  cause  of  the 
introduction  of  varieties  of  treatment  for  the  affection,  which  seem 
almost  endless.  The  winter  cough  from  which  so  many  of  the 
dwellers  in  London  year  by  year  suffer  is  generally  the  most  marked 
symptom  of  the  affection.  But  there  is  added  considerable 
shortness  of  breath  and  wheezing;  with  the  cough  is  more  or  less 
expectoration.  The  cause  of  these  patients  seeking  advice  is  usually 
an  exacerbation  of  the  bronchitis  with  a  little  fever  or  a  secondary 
interference  with  the  pulmonary  circulation,  or  the  existence  of 
some  complication — bronchiectasis,  broncho-pneumonia,  or  the  like. 
It  may  be  said  that  some  bronchitics  waste  considerably.  When 
there  is  no  complication,  and  the  patient  is  able  to  go  about  his  work 
wheezing,  puffing,  and  coughing  it  may  be  all  the  time,  but  being 
especially  woive  at  night,  we  have  several  methods  of  treatment 
which  under  ordinary  circumstances  afford  relief.  These  are  by 
inhalations,  counter-irritation,  and  the  administration  internally  of 
various  kinds  of  expectorant  medicines.  We  will  consider  these 
methods  seriatim. 

Inhalations. — Even  the  inhalation  of  steam  night  and  morning 
helps  the  expectoration ;  but  the  addition  to  the  water  of  compound 
tincture  of  benzoin  or  of  creasote,  of  eucalyptus  or  carbolic  acid  in 
small  amounts,  considerably  adds  to  the  benefit  of  this  method  of 
treatment.  If  one  form  seems  too  irritating,  another  may  be  tried. 
The  patient  must  be  induced  to  give  this  plana  fair  trial,  but  must 
he  directed  not  to  employ  the  inhalation  too  long  at  one  time  (faint¬ 
ness  may  be  induced).  Under  the  same  head  must  be  classed  the 
sprays  of  various  medicaments  recommended  by  Drs.  Ringer  and 
Murrell,  and  used  by  them  with  such  success.  The  drug  mostly 
employed  has  been  ipecacuanha  wine,  either  pure  or  diluted  with 
once  or  twice  its  bulk  of  water.  The  plan  of  treatment  is  as  follows. 
The  simple  spray  apparatus,  such  as  is  used  for  ether  spray,  may  be 
used  with  the  diluted  ipecacuanha  wine,  and  the  patients  should  be 
directed  to  inhale  the  spray  as  given  off.  At  first  there  may  be 
some  involuntary  resistance  to  the  entrance  of  the  drug  into  the 
lungs  ;  but  as  they  gain  confidence  it  no  doubt  enters  freely  into 
the  air  vesicles.  Instead  of  the  ether  spray  apparatus  a  steam. 
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atomiser  may  be  used.  Dr.  Murrell  claims  that  with  a  few  sittings, 
at  eacli  of  which  two  drachms  or  more  of  ipecacuanha  wine  are 
used,  the  patients  are  greatly  relieved,  the  shortness  of  breath  and 
cough  are  soon  better,  and  good  rest  at  night  is  obtained.  The 
number  of  inhalations  required  in  most  cases  of  winter  cough  ranges 
from  four  to  eighteen ;  it  should  be  given  daily.  The  action  of 
ipecacuanha  is  said  to  be  that  it  increases  the  secretion,  but  in 
small  doses  depresses  the  blood  pressure  but  little,  while  it  stimu¬ 
lates  ciliary  action  and  that  of  the  respiratory  centres.  Tartar 
emetic  sprays  (one  grain  to  an  ounce  of  water)  or  antimonial  wine 
and  water  (equal  parts)  has  also  been  used  ;  it  produces  the  same 
effect  as  the  ipecacuanha  wine, but  is  less  satisfactory.  Lobelia  spray 
is  also  sometimes  employed,  especially  when  there  is  much  spasm. 
Iodide  of  potassium  spray  (2  per  cent,  solution)  is  also  of  much  use, 
and  is,  Dr.  Murrell  believes,  one  of  the  ingredients  of  the  patent 
remedy  “  spirone,”  together  with  glycerine  and  acetone.  A  large 
number  of  other  substances  have  also  been  used  with  more  or  less 
success  in  chronic  bronchitis,  of  which  may  be  mentioned  terebene, 
pinol,  and  chloride  of  ammonium. 

Counter-irritants  seem  to  be  of  the  greatest  u3e  in  chronic  bron¬ 
chitis,  and  I  have  great  faith  in  the  linimentum  te  rebin  thinse 
aceticum  well  rubbed  into  the  chest  night  and  morning.  Others 
use  linimentum  iodi,  with  the  idea  that  it  is  not  only  an  active 
counter-irritant,  but  that  it  also  does  good  when  inhaled,  iodine 
having  been  strongly  recommended  as  an  inhalation  in  bronchitis. 
Emplastrum  calefaciens  or  linimentum  cantharidis  may  also  be  em¬ 
ployed,  but  it  is  better  to  avoid  blisters  if  possible. 

As  regards  expectorant  and  other  drugs  in  the  treatment  of 
chronic  bronchitis  their  name  is  legion.  I  give  the  preference  to 
carbonate  of  ammonium,  either  five  grains  of  the  salt  with  infusion 
of  senega  or  serpentaria,  or  in  the  form  of  the  aromatic  spirit  of 
ammonia,  three  grains,  with  ipecacuanha  wine  and  compound  tinc¬ 
ture  of  camphor.  My  own  experience  of  this  drug  in  a  large 
number  of  bronchitics  is  higdilv  favourable.  Chloride  of  ammonium 
is  also  of  much  service.  I  have  also  a  good  account  to  give  of  the 
compound  tincture  of  benzoin  and  balsam  of  Peru  and  tolu  in  suit¬ 
able  cases.  On  the  introduction  of  pure  terebene  as  a  cure  for 
bronchitis  some  years  ago,  I  made  a  winter's  trial  of  it  among  the 
bronchitic  patients  at  this  hospital,  with  the  result  that  in  a  minority 
of  patients  it  produced  a  better  effect  than  carbonate  of  ammonium, 
but  that  in  most  cases  after  a  time  I  was  obliged  to  return  to  my 
favourite  remedy.  My  experience,  however,  was  not  nearly  so 
much  in  favour  of  the  drug  as  the  consensus  of  opinion  is  said 
to  have  been. 

Laennec  thus  alludes  to  the  preparations  of  tar,  creasote  and 
benzol :  u  The  balsams  are  frequently  beneficial  when  the  stomach 
will  bear  them,  but  they  must  be  given  in  a  larger  dose  than  usual. 
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The  balsams  of  tolu  and  copaiba,  as  also  turpentine,  should  be  given 
in  a  dose  of  from  eighteen  to  thirty-six  drops  daily,  and  sometimes 
in  still  larger  quantity.  The  internal  use  of  tar  water  as  the 
ordinary  drink  has  sometimes  proved  successful,  as  has  also  the  in¬ 
halation  of  the  fumes  of  this  substance,  either  simply  or  mixed  with 
water  diffused  in  the  patient’s  chamber.”  My  own  experience  of 
the  use  of  tar  has  been  most  favourable. 

All  of  the  foregoing  drugs  have  much  the  same  action.  Two 
other  kinds  of  drugs  must  be  briefly  alluded  to — namely,  several 
drugs  which  are  said  to  increase  the  activity  of  the  respiratory 
centre — of  these  strychnine  is  the  most  important.  According  to 
some  authorities,  among  whom  may  be  mentioned  our  late  colleague, 
Dr.  Milner  Fothergill,  strychnine  was  the  drug  in  most  cases  of 
chronic  bronchitis.  I  have  given  it  in  some  cases  with  distinct 
advantage.  The  other  class  of  drugs  to  which  it  is  necessary  to 
draw  attention  is  the  emetic  class. 

I  have  no  hesitation  in  saying  that  emetics  are  of  the  greatest 
service  in  the  treatment  of  chronic  bronchitis  with  excessive  secre¬ 
tion  which  is  not  expectorated  freely.  They  are,  however,  but  little 
used.  By  their  aid  the  chest  is  often  cleared  for  a  time  of  the 
hyper-secretion  and  respiration  is  freed  from  embarrassment.  I 
have  a  patient  who  has  been  attending  in  my  out-patient  room  for 
years,  who  is  so  benefited  by  an  emetic  that  she  from  time  to  time 
comes  for  the  purpose  of  obtaining  one.  I  usually  employ  the  pulvis 
emeticus  of  our  Pharmacopoeia,  which  consists  of  nineteen  grains 
of  ipecacuanha  powder  and  one  grain  of  tartrate  of  antimony.  In 
an  account  given  by  an  eminent  authority  who  urges  periodically 
frequent  emetics  in  the  treatment  of  chronic  bronchitis,  we  find 
that  he  treated  an  old  lady  of  over  eighty  who  had  laboured  under 
a  chronic  catarrh  for  eighteen  months,  with  an  expectoration 
which  amounted  to  2  lb.  daily.  Fifteen  emetics  were  prescribed m 
one  month  with  complete  success,  for  the  patient  lived  for  eight 
years  afterwards  free  from  the  complaint. 

In  the  foregoing  remarks  upon  the  treatment  of  bronchitis  I  have 
almost  entirely  omitted  to  make  any  mention  about  the  administra¬ 
tion  of  opium  and  its  preparations.  The  reason  is  that  it  is  best,  if 
possible,  to  avoid  the  use  of  opium  altogether.  In  some  cases  the 
cough  is  so  troublesome  and  wearying  that  relief  has  to  be  obtained 
somehow  or  other.  In  such  cases  it  is  admissible  to  give  such  mild 
preparations  as  the  compound  tincture  of  camphor  and  ipecacuanha 
pill,  with  squill,  which  are  often  very  efficacious.  In  one  form  of 
bronchitis  morphia  is  the  sheet  anchor,  and  that  is  the  bronchitis 
dependent  upon  the  pressure  of  an  aneurysm  or  tumour.  A  subcu¬ 
taneous  injection  of  a  quarter  of  a  grain  of  morphia  has  a  wonderful 
effect  in  diminishing  the  distress. 

In  all  cases  where  the  difficulty  of  breathing  is  especially  marked 
iodide  of  potassium  should  be  tried. — Lancet ,  May  24, 1890,  p.  1112.; 
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'  27.— ON  THE  DOSAGE  AND  ADMINISTRATION  OF 

CREASOTE  IN  PHTHISIS. 

By  William  H.  Flint,  M.D.,  Physician  to  the  Presbyterian 

Hospital,  New  York. 

Medical  opinion  is  at  present  almost  unanimously  favourable  to 
the  use  of  pure  beech-wood  creasote  in  phthisis,  and  convincing 
proofs  of  the  efficacy  of  this  remedy  have  been  furnished  by  many 
authors  on  both  sides  of  the  Atlantic.  Among  the  most  valuable 
contributions  of  our  own  countrymen  to  the  earlier  demonstrative 
literature  of  this  subject,  the  papers  of  Dr.  Beverley  Robinson 
deserve  particular  mention  and  are  widely  quoted.  Our  journals 
are,  moreover,  constantly  heralding  new  and  striking  successes 
attained  by  the  use  of  creasote,  so  that  it  no  longer  seems  neces¬ 
sary  to  cite  cases  in  proof  of  the  value  of  this  medicament. 

The  writer’s  experience  with  creasote  in  phthisis  embraces 
seventy-three  cases,  among  which  there  have  been  examples  of  all 
stages  of  the  disease.  The  cases  were  divided  into  three  classes, 
according  to  the  methods  of  treatment  adopted. — 1.  Those  in 
which  creasote  inhalations  were  alone  employed.  2.  Those  in 
which  creasote  was  administered  both  by  inhalation  and  by  the 
stomach  or  the  rectum.  3.  Those  in  which  the  drug  was  given  only 
by  the  stomach  or  the  rectum.  This  subdivision  of  the  material 
was  made  with  a  view  to  ascertaining  which  mode  of  adminis¬ 
tration  yielded  the  best  results,  or  whether  a  combination  of  both 
modes  was  most  advantageous. 

There  are  so  many  variables  in  a  clinical  problem  of  this  sort 
that  statistics  upon  a  large  scale  are,  of  course,  necessary  to  defin¬ 
itely  settle  the  question.  So  far,  however,  as  the  limited  expe¬ 
rience  of  the  writer  goes,  it  tends  to  show  that  neither  of  the  above- 
mentioned  methods  invariably  furnishes  the  best  results.  The 
inhalation  method  was,  naturally,  most  successful  for  patients 
whose  gastro-intestinal  tracts  were  diseased,  while  the  other 
methods  were  more  satisfactory,  producing  more  immediate  and 
even  phenomenal  results,  in  cases  whose  digestive  organs  were  in 
a  fairly  healthy  condition. ' 

The  solution  used  for  inhalation  was  always  that  containing 
equal  parts  of  creasote,  alcohol,  and  chloroform.  This  combination 
was  very  acceptable  to  the  patients,  save  in  a  few  cases  in  which 
it  caused  nausea  and  gastric  distress  whenever  employed.  The 
inhalers  used  were  Dr.  Robinson’s  and  that  of  the  Brompton 
Hospital.  In  mild  cases  the  inhalations  were  administered  for 
fifteen  minutes,  every  two  or  three  hours ;  and  in  severe  ones, 
every  hour  during  the  day-time  and  every  three  hours  at  night. 
From  ten  to  fifteen  drops  of  the  solution  were  placed  upon  the 
sponge  about  every  five  hours  during  the  day,  and  twice  during 
the  night.  The  writer  employed  several  preparations  for  the 
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administration  of  creasote  by  the  mouth  and  the  rectum.  At  first 
he  relied  upon  the  solution  recommended  by  Jaccoud,  and  com¬ 
posed  of  creasote,  lt|  vj  ;  glycerin,  §  j  ;  and  whisky,  §  ij.  This 
was  well  borne  by  strong  stomachs,  but  presented  the  disadvantage 
that  the  dose  could  not  be  greatly  increased  without  the  exhibition 
of  an  undesirably  large  amount  of  glycerin  and  whisky.  The 
former  of  these  medicaments  in  large  quantities  perhaps  engen¬ 
dered  gastric  distress  quite  as  much  as  the  creasote,  and  produced 
too  free  peristole  of  the  stomach.  The  use  of  whisky  in  the  early 
stages  seemed  contra-indicated  when  there  was  little  need  of 
stimulants,  and  also  exposed  patients  to  the  risk  of  contracting  an 
undue  fondness  for  alcohol,  -which  might  outlast  their  disease. 
For  these  reasons  the  writer  early  adopted  the  use  of  an  emulsion 
composed  of  cod-liver  oil,  40  parts,  and  mucilage  of  acacia,  60  parts 
— each  drachm  containing  two  minims  of  creasote.  This  was 
generally  better  tolerated  than  the  glycerin  and  whiskjq  particu¬ 
larly  when  given  after  food.  In  suitable  cases  the  emulsion  was 
given  every  two  hours,  and  the  dose  increased  up  to  the  point  of 
toleration,  which,  in  the  majority  of  the  cases,  was  about  ten  or 
twelve  minims  per  diem. 

In  many  instances,  when  the  patients  could  be  persuaded  to 
temporarily  adopt  an  exclusively  milk  diet,  the  creasote  emulsion 
was  administered  in  the  milk,  being  thoroughly  mixed  with  the 
latter  by  means  of  energetic  shaking.  The  succussion  may  be  well 
performed  in  an  ordinary  bottle  or  by  means  of  a  lemonade  shaker, 
such  as  is  habitually  employed  by  bar-tenders  in  preparing  various 
beverages.  The  writer  succeeded  in  administering  more  creasote 
in  this  manner,  without  exciting  gastric  symptoms,  than  by  any 
other  method,  and  can  heartily  recommend  it  for  cases  requiring 
large  doses  of  creasote,  frequently  repeated.  In  a  few  cases 
twenty-four  minims  of  creasote  were  daily  given  in  this  way  for 
several  consecutive  days  before  the  growing  gastric  distress  neces¬ 
sitated  a  diminution  of  the  dose.  The  figurative  thorn  upon  this 
therapeutic  rose  is  the  bad  taste  imparted  to  the  milk  by  the 
creasote.  Some  patients  do  not,  however,  object  to  the  flavour, 
and  some  get  on  very  well  by  mixing  the  creasote  with  only  a  part 
of  the  milk  to  be  taken,  reserving  the  remainder  of  the  milk  for 
the  final  swallows.  In  this  way  the  after-taste  is  greatly  dimin¬ 
ished,  and  it  may  be  quite  removed  by  any  good  mouth-wash. 

Rectal  injections  of  milk  containing  the  creasote  emulsion,  and 
which  the  writer  has  not  seen  referred  to  in  medical  literature, 
have  also  proved  very  valuable  in  his  experience.  This  channel 
for  the  introduction  of  creasote  may  be  advantageously  employed 
when  the  stomach  or  the  palate  rebels  against  the  administration 
of  the  remedy  per  os.  One  or  two  drachms  of  the  emulsion, 
containing,  respectively,  two  and  four  minims  of  creasote,  may  be 
shaken  up  with  four  ounces  of  milk,  and  such  an  enema  may  be 
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given  every  five  or  six  hours.  When  the  rectum  becomes  intoler¬ 
ant  of  this  treatment,  a  small  amount  of  laudanum  may  be  added 
to  the  enema  to  obtund  the  sensibility  of  the  bowel,  and  from 
two  to  four  drachms  of  whisky  may  be  added  where  stimulation 
is  indicated. 

Another  mode  of  administration  which  promises  much,  but 
which  awaits  development,  is  by  means  of  keratin-coated  or  other 
so-called  enteric  pills.  The  writer  has  been  thus  far  disappointed 
in  his  efforts  at  securing  pills  which  would  not  dissolve  in  the 
stomach.  The  solubility  in  the  gastric  juice  of  those  keratin-coated 
pills  which  he  has  employed  was  proved  by  eructations  of  creasote 
and  by  the  rapid  development  of  gastric  irritability.  It  is,  how¬ 
ever,  quite  reasonable  to  suppose  that  the  pharmacist’s  art  will 
eventually  provide  pills  or  capsules  which  will  resist  the  action 
of  the  gastric  juice  and  liberate  the  creasote  in  the  intestinal  canal, 
being  dissolved  by  the  pancreatic  juice  and  the  bile.  This  part  of 
the  digestive  tract  may  thus  be  made  to  absorb  the  creasote  when 
the  stomach  or  the  rectum  is  incapable  of  its  appropriation. 

Conclusions. — The  conclusions  reached  by  the  writer,  as  the 
result  of  his  reading  and  of  his  own  experience,  are : 

1.  That  intrapulmonary  and  intratracheal  injections  of  creasote 
are  of  doubtful  utility,  and  may  be  positively  injurious. 

2.  That,  for  administration  bv  mouth  or  rectum,  solutions  and 
emulsions  of  creasote  are  preferable  in  most  cases  to  capsules,, 
pills,  or  wafers. 

3.  That  milk  is  an  excellent  vehicle  for  the  administration  of 
creasote  in  solution  or  in  emulsion. 

4.  That  each  method  of  administering  creasote  used  by  the 
writer — viz.,  by  inhalation,  by  mouth  or  rectum  alone,  and  by  both 
these  channels  simultaneously — is  useful,  and  may  each  be  particu¬ 
larly  adapted  to  individual  cases.  In  suitable  cases  the  most 
rapid  progress  seems  to  be  made  when  all  these  ports  of  entry  are 
utilized. 

5.  That  the  best  results  for  each  individual  attend  the 
administration  of  the  maximum  quantity  of  creasote  which  this 
patient  will  bear. 

6.  That  the  average  patient  will  not  easily  tolerate  more  than 
ten  or  fifteen  minims  of  creasote  per  diem  for  any  great  length  of 
time,  and  that  many  will  only  bear  two  or  three  drops  per  diem 
continuously  administered. 

7.  That  it  is  very  important  that  the  treatment  be  uniform  and 
uninterrupted. 

8.  That,  consequently,  an  effort  should  always  be  made,  if 
intolerance  of  creasote  is  shown  by  any  one  mucous  surface,  to 
employ  some  other  channel  of  introduction,  in  order  that  the 
continuity  of  the  treatment  be  not  interrupted. — New  York 
Medical  Journal ,  July  26,  1890,  p.  85. 
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28.— OUABAIN  IN  THE  TREATMENT  OF  WHOOPING-COUGH. 

By  William  Gemmell,  M.B.,  Assistant-Physician  to  the  City  of 
Glasgow  Fever  Hospital,  Belvidere,  Glasgow. 

Ouabain  is  an  alkaloid  with  the  formula  C3  0  H46  012,  and  is 
obtained  by  crystallisation  from  a  watery  extract  of  the  roots  of 
the  ouabaio,  a  plant  nearly  related  to  the  Carissa  schimperi.  The 
juice  of  the  ouabaio  plant  is  used  as  an  arrow  poison  by  the  Somalis 
in  East  Africa.  Ouabain,  its  active  principle,  occurs  in  the  form 
of  rectangular  crystals,  which  are  white,  transparent,  colourless, 
and  to  a  very  slight  degree  bitter  to  the  taste.  It  dissolves  with 
difficulty  in  cold  water,  but  much  more  readily  in  hot ;  it  is 
altogether  insoluble  in  chloroform,  or  ether,  and  but  to  a  slight 
extent  in  absolute  alcohol.  Its  best  solvent  appears  to  be  partly 
•concentrated  alcohol,  and  this  solubility  is  increased  by  heat. 

Professor  Gley  and  M.  Arnaud,  both  of  Paris,  first  studied  the 
physiological  effects  of  ouabain  in  frogs,  rabbits,  and  dogs,  and 
they  found  that  in  a  frog  2tVo  grain  caused  death  by  arresting  the 
heart’s  action.  In  a  dog,  ¥  grain  produced  marked  slowing  of  tlie 
respirations,  without  much  cardiac  disturbance  ;  T eo  grain  first 
stimulated,  and  then  slowed  respiration,  until  it  ceased  completely. 
Subcutaneously  the  drug  was  found  to  act  much  more  powerfully 
than  when  given  by  the  stomach  :  and  grain,  introduced  into 
the  blood  through  a  scratch  or  otherwise,  is  said  to  be  fatal  to  man. 

Dr.  Percy  Wilde  was  the  first  to  suggest  the  use  of  ouabaio  in 
asthma  and  whooping-cough,  but  I  am  not  aware  whether  he  has 
actually  employed  it  in  these  diseases.  So  far  as  I  know,  the 
following  observations  are  the  first  on  record  of  the  use  of  ouabain 
in  practical  therapeutics.  In  this  instance  its  use  has  been  limited 
to  cases  of  whooping-cough.  Treatment  was  begun  in  the  first 
ease  on  October  31st,  1889,  and  very  small  doses  were  employed  at 
the  outset ;  grain  (or  half  the  lethal  dose  for  a  frog)  was 
considered  sufficient  to  start  with,  but  this  was  quickly  found  to 
have  little  or  no  effect  in  controlling  the  disease.  Accordingly  the 
strength  of  the  dose  was  increased  from  time  to  time,  until  it  was 
found  that  the  standard  dose  for,  say  a  child  aged  five  years,  was 
T0V0  grain  in  solution  every  three  hours.  Under  this  dose,  if  the 
case  was  one  of  moderate  severity,  the  number  of  coughs  and 
whoops  usually  rapidly  diminished,  but  in  two  cases  where  the 
children  were  much  prostrated  by  the  violence  and  frequency  of 
the  cough,  even  this  dose  was  found  to  be  too  small,  and  to  them 
first  5^  grain,  and  latterly  grain  was  given  every  three  hours. 
This  is  equal  to  about  ^  grain  daily,  and  is  nearly  double  the 
strength  of  the  dose  advocated  by  Professor  Gley,  who,  in  a  recent 
communication,  estimates  the  maximum  daily  dose  for  an  adult  as 
1  milligramme  (gU  grain). 

Forty-nine  cases  of  whooping-cough  have  been  treated  with 
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ouabain.  Of  these,  25  have  been  dismissed  well,  4  died,  and  the 
remainder  are  still  under  observation.  Of  the  4  fatal  cases,  1  died 
from  diphtheria,  1  from  tubercular  meningitis,!  from  acute  capillary 
bronchitis,  and  the  fourth  from  gradual  and  progressive  emaciation. 
None  of  the  fatal  cases  were  under  treatment  with  ouabain  for  a 
longer  period  than  10  days — one  of  them  only  for  4 — and  in  all  of 
them  ouabain  had  been  stopped  at  least  a  week  before  death  took 
place.  In  none  of  the  fatal  cases  were  there  any  symptoms  which 
might  have  been  interpreted  as  indicative  of  ouabain  poisoning. 
Throughout  the  treatment  of  these  49  cases,  careful  record  has  been 
kept  of  the  temperature,  pulse,  respiration,  urine,  skin,  etc.,  and 
the  effect  of  the  drug  on  the  number  and  character  of  the  coughs 
and  whoops  of  each  patient  in  each  24  hours  has  been  closely 
watched.  Except  in  one  case  (a  remarkably  severe  one)  treatment 
was  not  begun  until  the  patient  had  been  eight  days  in  hospital  : 
this  was  to  enable  comparison  to  be  made  of  the  periods  before, 
during,  and  after  treatment.  No  patient  was  dismissed  until  at 
least  a  fortnight  after  the  last  cough  had  been  heard.  It  is 
on  the  observations  mentioned  that  the  following  general  con¬ 
clusions  are  based. 

1.  Ouabain  is  of  marked  benefit  during  all  stages  of  whooping- 
cough,  and,  if  carefully  used,  produces  gratifying  results.  In  the 
first  stage,  it  cuts  short  the  attack ;  in  the  second,  it  reduces 
the  violence  and  frequency  of  the  cough,  and  diminishes  the 
number  of  whoops  ;  and  in  the  third,  it  hastens  convalescence  in  a 
remarkable  manner. 

2.  Ouabain  is  a  drug  which  does  not  appear  to  be  cumulative  ; 
its  administration  can  be  stopped  suddenly  without  any  ill  effect 
beyond  an  exacerbation  of  the  whooping-cough ;  it  can  be  as 
suddenly  resumed. 

3.  Ouabain  should  be  given,  at  first  at  any  rate,  in  doses  not 
larger  than  TpVo  grain  every  three  hours  (T|j  grain  daily). 

4.  For  children  under  1  year  of  age  the  dose  should  not  exceed 
2  oVo  g'rain  every  three  hours. 

5.  In  children  of  from  6  to  12  years  of  age,  if  the  cough  be  very 
violent,  and  the  whoops  are  numerous,  grain  may  be  given  in 
each  dose,  but  the  action  of  the  drug  must  be  carefully  watched. 

6.  Ouabain  may  be  given  alone,  dissolved  in  water,  or  in  combi¬ 
nation  with  potas.  bromid.,  or  chloral  hydrate.  The  simplest  way 
is  to  dissolve  one  grain  of  ouabain  in  distilled  water,  so  that  each 
minim  of  the  solution  shall  be  equal  to  ToVo  grain  ouabain,  as : 
b  •  Sol.  ouabain,  llf  48 ;  syr.  aurantii,  3  iv  ;  aq.  ad  §vi.  M.  Sig. 
A  teaspoonful  every  three  hours. 

All  the  cases  under  review  were  treated  in  the  above  way. 

7.  Under  the  administration  of  ouabain  it  is  found  that  the 
temperature,  pulse,  and  respiration  are,  in  uncomplicated  cases, 
slightly  below  normal.  When  the  drug  is  pushed  the  respiration, 
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as  might  he  expected,  becomes  yery  slow  indeed  ;  in  one  patient, 
aged  4,  it  was  often  as  low  as  16  per  minute.  It  is  from  this  side 
that  danger  is  to  he  expected. 

An  occasional  irregularity  of  the  pulse  has  been  noted,  and  this 
always  occurred  in  the  evening : 

Average  temperature.  . .  .Morning  98.4°  ....  Evening  97.8° 

„  pulse .  „  102  ....  „  96  /  , 

„  respiration  ....  „  26f  ....  „  27^ 

8.  Ouabain  seems  to  promote  the  action  of  the  skin.  Within  a 
few  days — always  less  than  seven,  and  usually  three — of  beginning 
treatment  patients  are  noticed  to  be  perspiring  freely,  and  this  is 
observed  to  continue  so  long  as  the  drug  is  being  given.  The  patient 
ceases  to  perspire  so  freely  shortly  after  the  drug  is  stopped. 

9.  The  movement  of  the  bowels  is  regular ;  the  average  number  of 
motions  daily  is  1 J.  In  no  instance  was  there  any  of  that  diarrhoea 
which  is  usually  so  troublesome  a  feature  in  whooping-cough. 

10.  The  total  amount  of  urine  passed  is  slightly  increased.  The 

amount  in  each  case  of  course  varies  with  the  age  of  the  patient. 
The  average  daily  amount  over  the  whole  49  cases  was  14|  ounces. 
The  average  age  of  each  patient  was  4  years  5  months.  ; 

It  may  be  noted  that  in  two  of  the  cases  under  treatment  sugar 
was  undoubtedly  present  in  the  urine  on  admission.  This  began  to 
diminish  in  quantity,  in  one  instance  within  three,  and  in  the 
other  within  five  days,  after  treatment  was  commenced  ;  and  in  thp 
first  case  on  the  eighteenth,  and  in  the  second  on  the  nineteenth, 
day  of  treatment  the  urine  was  noted  as  being  free  from  the 
slightest  trace  of  sugar.  It  remained  so  during  the  remainder 
of  residence  in  hospital.  ;  j 

It  would  be  interesting  to  know  whether  the  same  result 
followed  the  administration  of  ouabain  in  diabetes  mellitus. 

11.  Professor  Gley  points  out  that  four  drops  of  a  solution  of  1 
in  1,000  produce  in  a  rabbit  marked  anaesthesia  of  the  cornea,  which 
anaesthesia  lasts  for  about  two  hours.  I  have  failed  to  find  this 
anaesthetic  effect  produced  in  any  of  my  patients,  although  repeated 
experiments  with  a  solution  of  the  same  strength  have  been 
made  in  nearly  every  case. 

12.  The  appetite  improves.  This  effect  is  striking,  and  has  been 

noted  in  all  the  patients  without  exception.  , 

Id.  The  general  physical  condition  improves  considerably.  This 
effect  also  is  undoubted,  although  it  is  to  be  regretted  that  accurate 
data  as  to  the  weight  of  each  patient  before  and  after  treatment 
are  wanting. 

14.  The  sleep  is  sound. 

I  have  no  doubt  that  part,  at  least,  of  the  effects  noted  in  12, 
13,  and  14  is  due  to  the  diminished  frequency  and  severity  of  the 
cough  rather  than  to  any  direct  action  of  the  ouabain. 

I  have  to  say,  in  conclusion,  that  the  statements  regarding  the 
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physiological  action  of  the  drug  are  based  on  a  paper,  “Sur  la 
Toxicite  comparee  de  l’Ouabaine  et  de  la  fStrophantine,”  by  M.  E. 
Gley,  and  on  a  paper,  “  Sur  1’ Action  Physiologique  de  1’Ouabame,” 
by  MM.  E.  Gley  and  P.  Rondeau. — British  Medical  Journal , 
April  26,  1890,  p.  950. 


29.— ON  A  PECULIAR  OBSTRUCTIVE  FORM  OF  LARYNGEAL 

TUBERCULOSIS. 

By  Percy  Kidd,  M.D.,  Assistant  Physician  and  Pathologist, 
Brompton  Hospital  for  Diseases  of  the  Chest,  London. 

Stenosis,  though  not  one  of  the  commonest,  is  yet,  perhaps,  the 
most  important  result  of  tubercular  disease  of  the  larynx. 

In  most  cases  this  complication  is  the  outcome  of  a  massive 
infiltration,  with  or  without  oedema,  of  some  part  of  the  mucous 
membrane  situated  above  the  vocal  cords. 

In  the  form  which  is  the  subject  of  the  present  communication, 
stenosis  occurs  primarily  at  the  rima  glottidis,  and  depends  not  on 
the  amount  of  swelling,  but  on  mechanical  fixation  of  the  vocal 
cords  in  the  position  of  phonation.  I  shall  now  give  a  short 
account  of  twro  of  the  six  cases  of  this  affection  that  I  have 
met  with.  [The  narratives  of  Dr.  Kidd’s  cases  are  not  reproduced.] 

In  four  other  cases  a  similar  condition  of  the  glottis  existed 
during  life,  tracheotomy  being  performed  in  three  of  them.  In  one 
case  a  necropsy  made  three  months  after  tracheotomy  showed  that 
both  cords  and  arytenoid  cartilages  had  been  destroyed  by  ulcera¬ 
tion.  In  a  second  case  the  vocal  cords  had  been  separated  from 
the  arytenoid  cartilages  by  deep  ulceration  extending  from  the 
ventricles,  and  had  become  attached  to  the  cricoid  cartilage  in  the 
middle  line.  In  the  two  remaining  patients  tracheotomy  was 
followed  by  death  in  periods  of  two  and  three  months  respectively 
and  no  necropsy  was  obtained. 

These  cases  prove  the  existence  of  a  form  of  laryngeal  tubercu¬ 
losis  in  which  the  danger  to  life  is  out  of  all  proportion  to 
the  degree  of  infiltration  of  the  larynx  or  lungs.  The  severity  of 
the  disease  depends  on  the  persistent  approximation  of  the  vocal 
cords  in  the  position  of  phonation.  This  condition  of  the  glottis  can 
only  be  explained  in  one  of  two  ways,  either  by  paralysis  of  the 
crico-arytenoidei  postici  muscles,  or  bv  mechanical  fixation  of  the 
vocal  cords.  The  former  supposition  is  met  by  the  objection  that 
although  the  cords  lay  close  together,  as  in  cases  of  bilateral 
abductor  paralysis,  their  movements  to  and  from  the  middle  line 
were  almost  equally  impaired. 

Again,  if  the  loss  of  movement  were  due  to  complete  bilateral 
paralysis  both  of  abductors  and  adductors,  the  vocal  cords  should 
be  placed  further  apart,  in  the  so-called  cadaveric  situation.  Un¬ 
equal  paralysis  of  the  two  antagonistic  groups  of  muscles,  affecting 
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the  abductors  to  a  greater  degree,  would  supply  a  somewhat  more 
probable  explanation.  But  it  must  be  stated  that  in  every  case 
the  laryngoscope  gave  evidence  of  more  or  less  infiltration  in  the 
neighbourhood  of  the  arytenoid  cartilages,  and,  sooner  or  later,  of 
structural  changes  in  the  vocal  cords  themselves,  facts  suggestive 
of  mechanical  interference. 

In  Case  1,  the  post-mortem  examination  was  made  five  weeks 
after  tracheotomy,  and  the  destruction  of  tissues  was  not  too 
advanced  to  allow  of  some  insight  being  obtained  into  the  causes 
that  led  to  the  peculiar  condition  of  the  glottis.  Both  arytenoid 
cartilages  were  found  to  be  fixed,  the  right  especially,  by  a  firm 
tubercular  growth  which  extended  down  to  the  perichondrium, 
without  invading  the  cavity  of  the  crico-arytenoid  joints,  which 
were  perfectly  healthy.  In  the  presence  of  so  obvious  a  mechani¬ 
cal  hindrance  to  the  free  movement  of  these  joints,  we  need  hardly 
go  any  further  to  explain  the  immobility  of  the  vocal  cords.  The 
condition  of  the  muscles,  namely,  the  degenerative  changes  in  both 
'Crico-arytenoidei  postici,  preponderating  on  the  right  side,  and  the 
less  diseased  condition  of  the  crico-arytenoidei  laterales  are  impor¬ 
tant  points,  and  deserve  special  attention. 

It  is  not  easy  to  see  why  the  cords  should  have  taken  up  the 
median  position,  for  there  was  no  appearance,  either  in  the  patient’s 
lifetime  or  after  death,  of  any  dislocation  of  cartilages,  neither  was 
there  any  cicatricial  or  other  distortion  of  parts.  A  consideration 
of  the  relative  appearances  presented  by  the  abductor  and  adductor 
muscles  suggests  that  the  effects  of  the  peri-arytenoid  infiltration 
were  at  first  mainly  felt  by  the  crico-arytenoidei  postici,  impair¬ 
ment  of  function  of  these  muscles,  aided  possibly  by  contraction  of 
their  antagonists  the  adductors,  leading  to  approximation  of  the 
cords,  which  became  permanently  fixed  in  their  new  situation  in 
consequence  of  the  increasing  infiltration  around.  This  sequence 
of  events  would  harmonise  with  the  clinical  history,  which  shows 
that  obstructive  symptoms  had  existed  for  at  least  three  months 
before  any  distinct  loss  of  voice  occurred. 

Without  venturing  to  assert  that  the  lesion  was  precisely  the 
same  in  every  case,  there  can  be  little  doubt  that  the  want  of 
mobilitv  of  the  vocal  cords  was  due  in  each  instance  to  some 
interference  with  the  crico-arytenoid  articulations.  The  hypothesis 
that  the  affection  began  as  an  arthritis  or  perichondritis  in  the 
first  place,  seems  less  probable  than  the  explanation  that  has  been 
suggested,  from  a  consideration  of  the  symmetrical  nature  of 
the  process.  At  the  same  time,  however,  it  cannot  be  denied  that 
intra-articular  lesions  may  have  existed  in  some  of  the  cases 
where  no  necropsy  was  obtained,  though  the  relatively  slight 
degree  of  swelling,  the  absence  of  oedema  in  the  early  stages, 
together  with  the  progress  of  the  disease,  would  appear  almost  to 
■exclude  the  existence  of  a  suppurative  arthritis.  A  non-suppura- 
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tive,  adhesive  arthritis,  on  the  other  hand,  would  perfectly  well 
account  for  the  fixation  of  the  cords,  even  if  it  failed  to  explain 
their  close  approximation,  without  the  intervention  of  some  such  un¬ 
equal  muscular  derangement  as  has  been  contended  for  in  Case  1. 

I  am  not  aware  that  the  existence  of  such  an  adhesive  form  of 
arthritis  has  yet  been  demonstrated  in  laryngeal  tuberculosis, 
although  its  occurrence  seems  by  no  means  improbable.  It  may  be 
mentioned  that  in  none  of  the  cases  was  any  evidence  of  syphilis 
obtained.  Severe  and  abiding  stenosis,  the  distinguishing  clinical 
feature  of  all  six  cases,  is  readily  explained  by  a  consideration  of 
its  situation  and  method  of  production.  In  the  ordinary  form 
of  obstruction  resulting  from  massive  tubercular  infiltration,, 
the  degree  of  accompanying  oedema  varies  considerably,  and  in 
a  great  measure  determines  the  possibility  of  spontaneous  diminu¬ 
tion  of  the  swelling.  In  the  last  stages  of  phthisis  laryngeal 
oedema,  once  established,  is  practically  always  persistent ;  but 
where  the  disease  is  less  advanced,  inflammatory  oedema  complicat¬ 
ing  lesions  that  are  not  very  extensive  may  undergo  complete 
or  very  considerable  absorption. 

The  distinction  drawn  between  these  two  forms  of  tubercular 
stenosis  is,  therefore,  of  some  practical  importance.  Paroxysmal 
dyspnoea  occurred  in  several  cases,  and  is  probably  to  be  explained 
by  accumulation  of  secretion  below  the  glottis,  owing  to  the 
interference  with  the  mechanism  of  cough  entailed  by  the  rigidly 
fixed  condition  of  the  vocal  cords.  An  analogous  explanation 
of  the  paroxysms  of  dyspnoea  which  are  apt  to  occur  in  cases 
of  tracheal  stenosis  was  suggested  several  years  ago  by  Dr. 
Bristowe.  Spasm  of  the  sphincter  muscles  of  the  larynx  was,  in 
all  probability,  also  concerned  in  a  minor  degree  in  the  causa¬ 
tion  of  these  paroxysmal  attacks. 

The  effect  of  the  laryngeal  obstruction  was  to  mask  the  con¬ 
dition  of  the  lungs  more  or  less  in  every  case,  and  in  two  instances 
it  rendered  auscultation  for  a  time  quite  valueless.  In  both  cases, 
however,  the  detection  of  tubercle  bacilli  in  the  sputum  removed 
all  doubt  as  to  the  nature  of  the  disease,  showing  the  extreme 
importance  of  examining  the  sputum  in  all  doubtful  laryngeal 
affections,  especially  where  the  existence  of  stenosis  prevents  us  to 
a  great  extent  from  investigating  the  state  of  the  lungs. 

A  recognition  of  the  severe  and  abiding  character  of  the  obstruc¬ 
tion  points  clearly  to  the  necessity  of  some  operative  interference. 
Tracheotomy  was  performed  in  five  of  the  cases,  and  possibly  in  the 
sixth  case  the  patient’s  life  might  have  been  prolonged  for  a  brief 
period  by  this  means.  At  the  same  time,  when  we  regard  the 
results  of  the  operation,  it  cannot  be  said  that  they  are  satisfactory, 
though  in  all  five  instances  in  which  tracheotomy  was  performed 
it  was  undeniably  called  for,  and  prolonged  life.  The  longest 
period  that  any  patient  survived  was  six  months.  (This  • 
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patient  was  still  living  when  lie  was  last  heard  of.)  The  other 
patients  lived  from  six  weeks  to  three  months  after  the  operation. 
In  one  case  the  question  of  thyrotomy  and  excision  of  the  posterior 
parts  of  the  vocal  cords  was  considered,  as  the  man’s  general 
condition  at  first  was  fairly  good.  Destruction  of  the  posterior 
extremities  of  the  cords  by  means  of  the  galvano-cautery  was  also 
suggested ;  but  the  fear  of  exciting  inflammatory  oedema  and 
spasm  with  such  a  narrow  glottis  negatived  this  idea.  Intubation 
appeared  to  offer  slight  hopes  of  success  owing  to  the  rigidly  fixed 
state  of  the  vocal  cords.  In  consequence  of  the  patient’s  objection 
to  any  operation  whatever,  valuable  time  was  lost,  and  when 
impending  asphyxia  rendered  tracheotomy  imperative,  the  man’s 
condition  had  deteriorated  to  such  an  extent  that  all  notion 
of  a  radical  operation  was  abandoned.  Enough  has  been  said 
to  prove  that  tracheotomy  was  inevitable  in  the  cases  described ; 
but,  at  the  same  time,  it  must  be  allowed  that  serious  objec¬ 
tions  exist  to  the  performance  of  this  operation  for  the  relief 
of  laryngeal  tuberculosis  if  it  can  by  any  means  be  avoided. 

Where  stenosis  of  the  larynx  is  caused  mainly  or  entirely  by 
fixation  of  the  cords  near  the  middle  line,  thyrotomy  and  excision 
of  parts  of  the  rigid  cords  would  be  a  justifiable  procedure,  if  we 
could  satisfy  ourselves  that  there  is  comparatively  little  disease  of 
the  lungs.  The  danger  of  necrosis  of  cartilage  is,  no  doubt, 
very  great  in  tuberculous  patients,  but  this  complication  is  less 
likely  to  be  produced  by  simple  splitting  of  the  thyroid  cartilage 
than  by  the  persistent  irritation  of  a  tracheotomy  tube.  Whether 
thyrotomy  or  tracheotomy  be  preferred,  there  can  be  little  doubt 
that,  as  soon  as  this  affection  is  recognised,  some  operative 
interference  is  urgently  needed.  We  have,  in  fact,  to  deal  with  a 
condition  similar  to  that  existing  in  bilateral  abductor  palsy,  with 
this  exception,  that,  in  the  case  with  which  we  are  now  concerned, 
stenosis  of  the  glottis  is  due,  not  to  paralysis,  which  may  possibly 
be  temporary,  but  to  permanent  mechanical  causes. 

Until  quite  recently,  I  was  unaware  that  any  similar  observations 
had  been  recorded.  I  find,  however,  that  Messrs.  Cornil,  Herard, 
and  Hanot,  at  page  587  of  the  second  edition  of  their  work, 
La  Phthisie  Pulmonaire ,  published  in  1888,  mention  a  case, 
communicated  to  them  by  Brissaud  and  Ruault,  in  which  double 
tubercular  crico-arytenoid  arthritis  simulated  bilateral  paralysis  of 
the  dilators  of  the  glottis.  The  laryngoscope  showed  a  very 
marked  oedematous  swelling  of  the  arytenoids  and  of  the  ary- 
epiglottic  folds,  the  vocal  cords  lying  close  to  the  median  line,  and 
being  quite  devoid  of  movement.  Auscultation  of  the  lungs  gave 
a  negative  result.  Death  occurred  during  a  suffocative  attack, 
just  after  tracheotomy  had  been  commenced.  At  the  necropsy 
a  few  tubercular  granulations  were  found  at  the  apices  of  the 
lungs,  and  the  examination  of  the  larynx,  conducted  by  Ruault  in 
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the  presence  of  Professor  Cornil,  revealed  a  diffuse  tuberculous 
infiltration  without  ulceration.  The  vocal  cords  occupied  the 
median  position.  Both  crico-arytenoid  joints  were  diseased,  and 
were  filled  with  pus.  Histological  examination  proved  that 
the  disease  was  a  tubercular  arthritis. 

This  observation  is  most  interesting,  as  it  supplements  those  that 
have  already  been  narrated.  In  this  case  it  is  not  improbable  that 
the  mechanical  effects  of  suppuration  within  the  crico-arytenoid 
articulation  were  associated  subsequently  with  a  direct  myopathic 
paralysis  or  paresis  of  the  crico-arytenoidei  postici  and  arytenoideus 
from  extension  of  the  inflammatory  process  to  these  muscles, 
which,  from  their  close  proximity  to  the  affected  joints,  would  be 
specially  exposed  to  such  an  accident. 

The  general  effects  of  loss  of  function  of  these  muscles  would  be 
to  contribute  to  the  median  position  of  the  vocal  cords,  for, 
although  paresis  of  the  arytenoideus  and  crico-arytenoidei  postici 
would,  to  some  extent,  neutralise  each  other,  the  more  important 
adductors,  the  crico-arytenoidei  laterales,  being  uninjured,  could 
hardly  fail,  in  virtue  of  their  muscular  tonus,  to  approximate 
the  vocal  cords  when  unopposed  by  the  action  of  their  antagonists, 
the  abductors. 

On  reference  to  Hr.  Semon’s  excellent  and  exhaustive  article  on 
“  Mechanical  Impairments  of  the  Crico-arytenoid  Articulation,” 
to  which  I  am  very  much  indebted,  it  will  be  seen  that  he  says  of 
this  joint :  “  Even  minor  degrees  of  mechanical  impairment  of  its 
mobility  might  produce  serious  troubles  in  phonation,  whilst  the 
complete  bilateral  true  or  spurious  ankylosis  of  the  artenoid 
cartilages  in  that  position  which  they  occupy  in  phonation  might 
directly  cause  the  death  of  the  patient,  by  the  complete  occlusion 
of  the  glottis  which  results  from  juxtaposition  of  these  cartilages.” 
This  shows  that  Dr.  Semon  fully  recognised  the  possible  occurrence 
of  a  stenosis  of  the  glottis  under  conditions  similar  to  those  with 
which  we  are  now  dealing,  though  he  does  not  connect  this  lesion 
with  the  tuberculous  process.  On  the  other  hand,  Case  1  of 
the  present  series  actually  demonstrated  the  existence  of  a 
secondary  adhesive  perichondritis,  and  consequently  supports 
Dr.  Semon’s  contention,  arrived  at  on  other  grounds,  that  peri¬ 
chondritis  is  not  invariably  suppurative,  but  may  assume  a  plastic 
or  adhesive  character. 

It  appears,  then,  from  the  cases  that  form  the  subject  of  the 
present  communication,  as  well  as  from  the  observation  of 
Brissaud  and  Ruault  above  quoted,  that  fixation  of  the  vocal  cords 
in  the  median  position,  simulating  bilateral  abductor  paralysis,  may 
occur  in  tubercular  disease  of  the  larynx,  as  the  result  of  three 
different  causes  : — 1.  Plastic  infiltration  around  the  arytenoid 
cartilages  leading  to  adhesive  perichondritis  and  spurious  ankylosis. 
2.  Ulceration,  followed  by  morbid  adhesion  of  the  altered  vocal 
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cords.  3.  Suppurative  crico-arytenoid  arthritis.  To  these  causes 
it  may  be  necessary  to  add  a  fourth,  if,  as  is  not  improbable, 
further  investigations  should  demonstrate  the  existence  of  a  non¬ 
suppurative  adhesive  arthritis. 

In  all  cases  of  this  description  the  performance  of  tracheotomy, 
or  some  other  surgical  measure,  is  indispensable,  and  should  not  be 
long  delayed  ;  consequently  the  early  recognition  of  this  condition 
is  a  matter  of  no  small  clinical  importance. — British  Medical 
Journal ,  March  29,  1890,  y>.  715. 
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30.— ON  THE  TREATMENT  OF  DIARRHOEA  IN  EARLY  LIFE. 

By  Henry  Dwight  Chapin,  M.D.,  Professor  of  Diseases  of 
Children  at  the  New  York  Post-Graduate  School. 

While  sterilization  of  milk  is  a  great  step  in  advance,  it  has  by 
no  means  solved  the  question  of  infant  feeding,  as  some  seem  to 
think.  We  still  have  to  deal  with  a  portion  of  indigestible  case- 
ine.  In  cases  of  diarrhoea  the  attenuation  of  this  caseine  by  barley 
or  wheat  flour,  clinically  will  often  give  good  results.  It  is 
desirable  to  change  as  much  of  the  starch  into  dextrin  as  possible 
before  using  these  flours  as  attenuants.  This  may  be  accomplished 
by  prolonged  boiling  in  a  tight  bag.  I  have  lately  used  the  Arnold 
sterilizer  and  the  double-boiler  for  the  purpose  of  subjecting  the 
flour  to  continuous  heat  at  a  high  temperature.  When  the  flour 
has  been  subjected  to  heat  for  a  week,  and  a  thin  gruel  made,  and 
used  to  properly  dilute  the  cow’s  milk,  according  to  the  age  of  the 
infant,  an  improvement  in  the  character  of  the  stools  will  often 
be  noted.  Where  vomiting  is  present,  the  use  of  lime-water  in 
large  amount,  as  a  diluent,  is  beneficial.  I  have  used  sterilized 
milk,  thin  gruel,  and  lime-water,  one-third  each,  with  a  little  sugar 
of  milk  and  cream,  with  good  results  in  many  of  these  cases.  Salt 
is  always  added  to  the  bottle.  At  times  it  appears  impossible  for 
an  infant  to  retain  or  digest  milk  in  any  form  during  an  attack  of 
diarrhoea.  No  matter  how  the  milk  is  diluted  or  predigested,  the 
irritable  gastro-intestinal  tract  wall  not  tolerate  it.  In  such  a  case 
it  is  obviously  best  to  stop  milk  completely  for  twenty-four  or 
forty-eight  hours.  This  was  my  treatment  last  summer  at  the 
Babies’  Wards  in  diarrhoea  with  pronounced  milk  indigestion. 
During  this  interim  nourishment  was  administered  in  the  form  of 
expressed  beef-blood,  with  all  traces  of  fat  carefully  removed,  and 
diluted  about  five  times  with  water,  and  the  white  of  a  fresh  egg 
stirred  in  a  cup  of  water,  or  cold  barley-water.  The  importance  of 
administering  plenty  of  fluid  in  these  cases  is  emphasized  by  the 
rapid  shrinking  of  tissue  in  infantile  diarrhoea.  Particularly  in  hot 
weather  a  certain  restriction  in  the  administration  of  milk  is  often 
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necessary.  The  heat  causes  a  continual  rapid  evaporation  from 
the  skin,  and,  as  a  result  of  this  fluid  loss,  the  watery  parts  of  the 
food  are  quickly  absorbed  to  make  up  the  deficiency.  The  thirst 
naturally  produced  by  the  heat  causes  the  baby  to  wish  to  nurse  or 
take  the  bottle  very  frequently,  and  when  the  watery  part  of  the 
milk  is  taken  up  by  the  vessels,  the  thickened,  solid  part  remains 
as  a  fruitful  source  of  indigestion  and  diarrhoea.  The  free  use  of 
water,  both  internally  and  externally,  will  do  much  to  ward  off 
the  summer  diarrhoea  of  infancy.  Stimulation  in  the  shape  of 
whisky,  administered  in  larger  or  smaller  dose,  according  to  the 
needs  of  the  case,  is  recognised  by  all  observers  as  a  valuable 
therapeutic  agent. 

From  the  fact  that  masses  of  indigestible  matter  so  frequently 
produce  and  keep  up  the  diarrhceal  condition,  washing  out  of  the 
stomach  to  rid  that  organ  of  the  offending  substances,  and  hence 
remove  the  source  of  irritation,  although  first  advocated  in 
Germany,  has  found  many  warm  adherents  in  this  country.  The 
emphatic  recommendation  of  the  gentlemen  employing  and  advis¬ 
ing  this  procedure  has  led  me  to  give  it  quite  a  considerable  trial. 
The  experience  I  have  thus  derived,  which  includes  a  summer  at 
the  Babies’  Wards,  leads  me  to  the  conclusion  that  stomach-wash¬ 
ing,  while  very  serviceable  in  a  restricted  number  of  cases,  is  by  no 
means  of  such  wide-reaching  value  or  efficacy  as  would  appear  from 
the  published  reports.  While  accepting  the  good  results  of  those 
who  employ  this  procedure,  it  seems  to  me  that  equally  beneficial 
results  can  be  obtained,  in  the  majority  6f  cases,  by  milder 
measures.  A  broad  division  may  be  made  of  our  cases  into 
acute  and  chronic,  the  former  including  indigestion,  ordinary 
summer  diarrhoea,  and  cholera  infantum,  and  the  latter  the  persist¬ 
ent  indigestion  and  malassimilation  that  are  included  in  the  term 
marasmus.  In  cases  of  acute  indigestion  and  diarrhoea  I  have 
obtained  fairly  good  results  from  stomach-washing,  but  in  bottle- 
fed  babies,  where  long-continued  malassimilation  and  atrophy  are 
present,  it  has  failed  as  signally  as  most  other  agents,  in  my  hands. 
A  glance  at  the  theory  underlying  stomach-washing  may  aid  us  in 
deciding  how  far  to  apply  it.  As  a  rapid  way  to  empty  the 
stomach  of  undigested  and  irritating  masses  of  food  it  is  certainly 
effectual.  It  is  a  question,  however,  whether  it  has  any  advan¬ 
tages  in  this  respect  over  the  old-fashioned  emetic.  The  offending 
substance  in  artificially  fed  infants  is  the  caseine,  which  by 
coagulating  in  tough  curds  induces  and  keeps  up  a  diarrhoea. 
Recognising  this  fact,  these  curds  are  washed  out  of  the  stomach 
so  that  they  cannot  act  as  ferments  upon  the  next  supply  of  milk 
that  is  soon  to  be  administered .  But  is  not  this  beginning  at  the 
wrong  therapeutic  end  ?  We  are  giving  a  food  that  the  infant  is 
unable  to  digest,  and  then,  after  a  certain  interval  of  time,  pump¬ 
ing  it  out,  before  administering  a  fresh  supply  of  the  same  kind  of 
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nourishment.  In  bottle-fed  babies  with  diarrhoea  the  best  results 
will  often  be  obtained  by  stopping  milk  entirely  for  twenty-four 
or  forty-eight  hours,  during  which  time  the  expressed  beef-blood 
and  water  and  the  egg-water  may  be  administered,  thus  giving 
the  irritated  digestive  organs  an  entire  rest  from  grappling  with 
the  toughened  curds  of  cow’s  milk,  that  are  the  source  of  most  of 
the  trouble.  This  would  seem  rational,  and  it  certainly  has  proved 
in  my  hands  as  successful  as  keeping  up  the  milk  and  washing  out 
the  curds.  After  the  interval  of  rest,  milk  properly  diluted  may 
cautiously  be  commenced,  taking  care  not  to  give  it  too  frequently 
at  the  start.  The  necessity  of  stomach-washing  may  thus  be 
obviated  in  a  large  proportion  of  the  cases  of  acute  milk  indigestion 
and  diarrhoea.  In  a  certain  number  of  cases  of  persistent  vomiting, 
caused  or  accompanied  by  an  undue  amount  of  mucus  in  the 
stomach,  a  single  stomach-washing  will  often  stop  the  vomiting, 
and,  with  careful  regulation  of  diet,  the  case  will  go  on  to  recovery. 
The  thorough  cleansing  of  the  stomach  appears  to  give  it  a  fresh 
start.  When  the  caseine  is  not  digested  by  the  stomach,  the  hard 
curds  will  be  passed  in  greater  or  less  degree  into  the  bowel,  and 
continue  here  a  fruitful  source  of  trouble.  On  the  same  principle 
•  that  the  stomach  is  washed  out,  thorough  irrigation  of  the  bowel 
has  been  recommended  for  the  removal  of  the  irritating  agent.  But 
in  the  great  majority  of  cases  those  natural  emunctories,  the  intes¬ 
tinal  glands,  if  mildly  stimulated  at  the  beginning  of  the  attack,  will 
accomplish  all  the  washing  out  that  is  necessary.  Hence  the  well- 
known  efficacy  of  small  doses  of  calomel,  or  the  time-honoured  castor- 
oil  given  at  the  starting  of  diarrhoea,  to  hasten  recovery.  When  the 
intestine  has  thus  been  emptied  of  offending  masses,  frequently  all 
that  is  necessary  is  a  most  careful  regulation  of  diet  to  prevent  a 
continuance  of  the  indigestion  and  diarrhoea. — New  York  Medical 
Record,  June  21,  1890,  jn  698. 


:  31.— ON  THE  STERILIZATION  OF  MILK  FOR  INFANTS. 

By  Prof.  Henry  D.  Chapin,  New  York  Post-Graduate  School. 

All  the  recent  advances  in  infant  feeding  have  come  from 
a  close  study  and  imitation  of  nature.  As  soon  as  bacteriology 
shows  that  human  milk,  as  it  comes  from  the  breast,  is  absolutely 
sterile,  and  that  cow’s  milk  kept  from  twelve  to  twenty-four  hours 
is  full  of  bacteria,  we  understand  why  the  latter  so  often  disagrees 
with  the  infant.  The  method  of  sterilizing,  as  between  boiling 
and  steaming,  is  a  point  of  some  interest.  Prolonged  boiling  of 
milk,  while  destroying  the  germs,  produces  other  changes,  such  as 
the  formation  of  a  scum  on  contact  with  the  air,  consisting  of 
coagulated  albumin  with  a  small  modicum  of  fat.  According  to 
Dr.  Townsend, boiling  expels  aboutthree  per  cent. of  C02,  N,  andO 
which  may  explain  the  flat  taste  of  milk  so  treated.  Unless  the. 


216 


DISEASES  OF 


boiled  milk  is  hermetically  sealed,  fresh  germs  of  course  gain 
access,  and  the  good  effects  of  sterilization  are  lost.  Soxhlet’s 
well-known  apparatus,  by  means  of  which  bottles  with  perforated 
rubber  stoppers  are  immersed  in  boiling  water,  and  then  sealed  by 
glass  plugs,  was  the  first  practical  step  toward  obviating  this 
difficulty.  This  apparatus,  however,  is  cumbersome  and  somewhat 
expensive,  and  in  my  hands  has  failed  to  thoroughly  sterilize  the 
milk,  at  least  when  following  the  printed  directions.  Thus  the 
milk  would  frequently  become  sour  in  two  or  three  days,  showing 
an  imperfect  degree  of  sterilization.  Sterilization  by  steam 
appears  to  be  more  thorough  and  complete  than  that  effected  by 
boiling  in  water.  For  the  past  year  I  have  used  the  Arnold  steam 
cooker,  both  at  the  Babies’  Wards  and  in  private  practice,  for  the 
purpose  of  sterilizing  milk,  with  much  satisfaction.  By  this 
apparatus  milk  is  brought  to  the  temperature  of  live  steam,  and 
maintained  at  this  uniform  temperature  for  a  certain  length  of 
time.  Dr.  Cheesman,  who  first  called  attention  to  the  cooker  as  an 
efficient  sterilizer  of  milk,  noted  the  fact  that  boiling  for  a  certain 
length  of  time  in  a  vessel,  the  sides  of  which  are  exposed  to  the 
air,  is  not  efficient,  as  the  temperature  in  different  parts  of  the 
vessel  is  found  to  vary  considerably.  This  constitutes  the  main 
objection  to  Soxhlet’s  apparatus,  the  principle  being  that  of  a 
water-bath,  while  in  the  cooker  we  have  a  steam  bath,  in  which 
any  variation  of  the  temperature  is  prevented.  The  printed  cir¬ 
culars  advise  that  the  milk  be  heated  from  thirty  to  forty-five 
minutes.  This  period  of  time,  however,  is  not  sufficient  to  steri¬ 
lize  the  milk  very  effectually,  as  it  is  apt  to  become  sour  in  a  few 
days.  Jn  a  series  of  trials  I  have  found  that  fully  an  hour  and 
a  half  is  necessary  to  sterilize  the  milk  with  any  thoroughness, 
as  it  will  then  keep  sweet  for  several  weeks.  If  it  is  desired  to 
preserve  the  milk  for  a  longer  period,  it  can  be  resterilized  after  a 
certain  interval  of  time.  Thus  a  bottle  of  milk  that  I  sterilized  on 
September  10,  .1889,  and  resterilized  on  September  21,  1889,  was 
opened  on  April  15,  1890,  and  found  not  to  have  ^turned  sour. 
The  Arnold  cooker  has  the  advantages  of  being  comparatively 
cheap  and  easily  managed.  No  complicated  cork  is  employed,  but 
simply  a  plug  of  ordinary  cotton.  An  ordinary  double  boiler 
makes  an  efficient  sterilizer,  as  I  have  proved  by  trial.  This  is  to 
be  found  m  many  kitchens  and  can  be  procured  at  a  small  cost. 
The  bottles  of  milk,  after  being  plugged  with  cottou,  are  simply 
placed  in  the  upper  receiver,  and  the  boiler  put  upon  the  stove  for 
a  suitable  time.  I  have  kept  milk  sweet  for  several  weeks  in  this 
way,  and  believe  this  will  prove  one  of  the  simplest  and  cheapest 
methods  of  sterilization.  Simplicity  and  economy  are  elements 
extremely  important  in  reference  to  sterilization,  as  the  necessity 
of  this  procedure  is  greatest  among  the  poor  and  inefficient.  Even 
if  a  complicated  apparatus  could  be  procured,  they  would  be 
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unable  to  use  it.  I  have  occasionally  sterilized  milk  by  placing 
the  bottles,  with  cotton  stoppers,  in  an  ordinary  oven.  It  is 
important  to  sterilize  the  milk  as  soon  as  possible,  as  there  are  so  many 
sources  of  contamination — first  in  the  milking,  and  then  in  the 
transportation  and  transfer — by  which  germs  may  gain  access  to 
it.  We  are  told  that  germs  increase  with  great  rapidity,  many  of 
them  doubling  every  half  hour,  so  that  the  necessity  of  early 
sterilization  can  be  appreciated.  If  fermentation  has  well  begun 
in  milk,  sterilization  may  not  be  very  thorough  or  effectual.  The 
milk,  as  ordinarily  received,  differs  as  to  its  exact  condition  from 
day  to  day,  and  hence  varies  in  keeping  qualities  after  having  been 
subject  ed  to  prolonged  heat. — N.  Y.  Medical  Record ,  June  21,  p.  697. 

32.— OX  ACID  DYSPEPSIA  AND  ITS  CAUSES. 

By  David  James  Hamilton,  M.B.,  F.R.S.E.,  Professor  of 
Pathology  in  the  University  of  Aberdeen. 

By  the  term  “  acid  dyspepsia  ”  I  understand  a  condition  in  which 
the  individual  experiences,  some  time  after  the  ingestion  of  food, 
a  feeling  of  burning  pain  in  the  epigastrium  ;  suffers  from  eructa¬ 
tions  which  impart  to  the  mouth  the  feeling  of  acidity ;  in  which 
digestion  of  the  meal  is  delayed  ;  and  in  which  the  feeling  of  burn¬ 
ing  pain  is  relieved — it  may  be  only  temporarily — by  the  administra¬ 
tion  of  sodic  bicarbonate  or  other  such  salt  with  eructation  of  liberated 
carbonic  acid.  Not  only  is  there  a  feeling  of  acidity,  but  recent 
researches  show,  in  spite  of  what  has  been  asserted  to  the  contrary, 
that  an  increased  quantity  of  acid  is  present ;  and,  moreover,  that 
the  particular  acid  to  be  found  in  the  stomach  at  a  given  period 
after  the  taking  of  a  meal  is  often  the  wrong  acid.  It  is  these 
contingencies  which  confer  the  peculiar  acid  features  upon  the 
affection. 

Acids  of  Natural  Digestion. — It  is  universally  admitted  that 
hydrochloric  is  the  acid  which  confers  acidity  on  the  gastric  juice. 
The  quantity  of  hydrochloric  acid  seems  to  vary  with  the  nature 
of  the  diet  and  the  period  of  digestion  at  which  the  observation  is 
made.  In  the  course  of  natural  digestion,  however,  a  large 
quantity  of  lactic  acid  is  also  forthcoming,  and  under  pathological 
conditions  butyric  and  other  acids  may  develop,  or  the  acidity  may 
in  part  be  occasioned  by  acid  phosphates. 

The  important  practical  point  for  us  to  remember  is  that  in 
the  digestion  of  a  mixed  meal  two  acids  make  their  appearance, 
and  always  in  a  particular  order.  Lactic  acid  is  the  cause  of  the 
acidity  in  the  first  instance,  hydrochloric  in  the  second.  The  lactic 
acid  seems  to  be  derived  from  two  sources,  namely,  from  the 
fermentation  of  carbohydrates  and  from  the  meat  consumed.  In 
the  latter  case,  it  seems  to  be  simply  dissolved  out.  Richet  gave 
io  this  the  name  of  “  meat  lactic  acid,”  and  Ewald  and  Boas  call 
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it  “  paralactic  acid.”  Fermentation  lactic  acid  can  be  readily  pro¬ 
duced  artificially  by  placing  white  or  black  bread  with  water  in  a 
warm  chamber.  It  appears  to  be  clearly  made  out,  however,  that 
the  better  the  stomach  is  working  the  sooner  the  lactic  acid  called 
forth  by  a  mixed  diet  disappears  and  is  replaced  by  hydrochloric  ; 
and  it  is  when  the  hydrochloric  is  alone  present  that  digestion 
is  most  active.  It  is  not  quite  clear  what  becomes  of  the  lactic 
acid  ;  it  may  be  simply  absorbed.  Maly  supposed  that  it  might  be 
converted,  along  with  the  chlorides,  into  hydrochloric. 

Causes  of  Acid  Dyspepsia. — 1.  In  the  commonest  form  of  acid 
dyspepsia,  the  acid  which  seems  to  be  present  in  greatest  quantity 
is  lactic.  Along  with  this  there  may  be  volatile  acids  such  as 
butyric  and  acetic,  but  the  quantity  of  hydrochloric  seems  to 
be  relatively  small.  The  lactic  acid  stage  is  prolonged,  and  diges¬ 
tion  cannot  proceed  further  without  the  advent  of  fresh  hydro¬ 
chloric  acid.  Under  these  circumstances,  and  at  this  period, 
the  administration  of  hydrochloric  acid,  one  would  say,  might 
be  beneficial.  An  alkali  such  as  sodic  bicarbonate,  although 
it  might  neutralise  the  lactic  acid,  would  not,  it  might  be  thought, 
remedy  the  evil ;  the  food  would  still  remain  undigested.  The 
administration  of  sodic  bicarbonate,  however,  has  been  found 
to  call  forth  a  hypersecretion  of  gastric  juice  in  the  healthv 
stomach.  It  is  possible  the  same  thing  may  happen  in  acid 
dyspepsia,  if  sufficient  alkali  be  taken,  and  that  digestion  may  thus 
be  directly  favoured. 

2.  Besides  instances  of  acid  dyspepsia  caused  by  the  mere 
prolongation  of  the  lactic  acid  stage  of  digestion,  there  appear  to 
be  others  in  which  lactic  acid  is  furnished  in  too  great  quantity. 
The  source  of  it  under  these  circumstances  seems  to  be  the  sugar 
taken  as  food. 

3.  In  addition  to  these  forms  of  acidity  due  to  the  presence 
of  lactic  acid  and  its  derivatives  there  appear  to  be  cases  which 
are  to  be  accounted  for  by  the  hydrochloric  acid  being  in  too  great 
quantity.  Thus  the  hydrochloric  acid  may  be  secreted  in  such 
volume  and  so  rapidly  that  it  almost  immediately  neutralises  the 
alkaline  saliva,  and  consequently  leaves  masses  of  starchy  food 
untransformed  in  the  stomach.  The  transformation  of  starchy 
food  into  maltose  and  dextrine  commences  momentarily  on  its 
introduction  into  the  mouth.  The  salivary  ferment  will  act  only 
in  an  alkaline  solution,  and  its  action  consequently  ceases  in  health 
when  its  alkalinity  is  neutralized  by  the  lactic  acid  of  commencing 
gastric  digestion. 

In  the  variety  of  hyperacidity  from  hydrochloric  acid  just 
referred  to,  the  acid  is  secreted  only  on  the  introduction  of  food. 
There  appears,  however,  to  be  a  condition,  not  very  uncommon, 
in  which  gastric  juice,  highly'-  acid  from  the  presence  of  hydro¬ 
chloric  acid,  is  secreted  during  fasting.  In  the  year  1882,  Reich- 
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mann  drew  attention  to  this  aberration  in  the  functions  of  the 
stomach,  and  v.  den  Velden  recorded  a  number  of  cases  occurring' 
in  men  accompanied  by  vomiting,  etc.  He  found  that  during  the 
intervals  of  meals  a  large  quantity  of  highly  acid  gastric  juice  can 
be  drawn  off  by  the  pump.  Riegel  says  that  it  may  last  for 
several  years  without  any  notable  symptoms.  In  time,  however, 
the  individual  develops  pain  in  the  epigastrium,  water-brash,  acid 
•eructations,  etc.,  accompanied  by  vomiting.  He  states  that  it 
is  always  followed  by  dilatation  of  the  stomach,  and  that  it 
predisposes  to  ulcus  ventriculi. 

It  appears  to  be  a  frequent  accompaniment  of  nervous  diseases, 
such  as  hysteria,  tabes,  or  neurasthenia  (Reichmann)  and  when  so, 
•comes  on  periodically,  each  attack  lasting  from  twenty-four  hours 
to  several  weeks.  The  diagnosis  is  easily  made  by  washing  out 
the  stomach  at  night  and  pumping  out  the  liquid  accumulated 
within  it  in  the  morning.  Peptone  is  in  abundance  within  such 
stomachs  after  a  mixed  meal,  and  so  is  propeptone,  but  the  starchy 
matters  are  practically  unaltered.  The  latter  give  a  blue,  or 
at  most  a  red,  reaction,  with  iodine  after  an  hour’s  residence 
in  the  stomach,  whereas  by  this  time  any  reaction  should  in  great 
part  fail,  seeing  that  the  stage  of  achroodextrine  ought  to  have 
been  reached.  The  pain  from  which  such  individuals  suffer  is  due 
to  the  ends  of  the  sensitive  nerves  of  the  cardia  being  stimulated  by 
the  excess  of  acid  and  by  the  undigested  amylaceous  remains. 

Conclusions. — (1)  The  acid  which  gives  the  disease  its  peculiar 
character  is  usually  lactic,  but  in  rare  cases  may  be  hydrochloric. 
In  still  other  cases,  the  acidity  due  to  lactic  is  augmented  by 
the  presence  of  various  volatile  organic  acids. 

(2)  The  excess  of  lactic  acid  may  be  a  result  of  prolongation  of 
the  natural  lactic  acid  stage  of  digestion,  or  it  may  be  furnished  by 
the  grape  sugar  developed  from  the  sugars  in  a  dietary.  A  small 
part  of  it  possibly  is  grape  sugar  resulting  from  the  action  of 
salivary  diastase  upon  starch. 

(3)  The  cause  of  the  prolongation  of  the  lactic  acid  stage  of 
digestion  is  the  deficiency  in  hydrochloric  acid,  which  ought 
naturally  to  take  the  place  of  the  lactic. 

(4)  The  fermentation  of  the  grape  sugar  into  lactic  acid  is 
brought  about  by  living  vegetable  organisms,  always  more  or  less 
abundant  in  the  stomach.  This  fermentation  most  likely  is 
permitted  by  deficiency  in  the  quantity  and  proteolytic  quality  of 
the  gastric  juice.  The  carbo-hydrates  consequently  undergo  .a 
wrong  decomposition,  while  the  proteids  remain  undissolved. 

(5)  In  those  cases  where  the  acidity  is  caused  by  superabundance 
•of  hydrochloric  acid  the  excess  of  acid  manifests  itself  in  two 
ways :  (a)  where  the  acid  is  secreted  in  a  gush  immediately  on  the 
introduction  of  food,  and  ( b )  where  it  accumulates  in  the  stomach 
-during  fasting.  In  both  cases  the  effect  is  to  neutralise  the 
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alkalinity  of  the  saliva  too  soon,  and  thus  hinder  the  digestion' 
of  starchy  food,  which  accordingly  accumulates  in  the  stomach 
and  acts  as  an  encumbrance. 

From  what  has  been  said  it  is  evident  that  the  detection  and 
quantitative  estimation  of  the  gastric  acids  become  matters  of  great 
therapeutic  importance,  more  especially  the  detection  of  hydro¬ 
chloric  acid.  So  much  depends  upon  the  period  at  which  the 
hydrochloric  acid  manifests  itself  that  any  method  which  will 
facilitate  its  detection  must  always  be  a  step  in  the  right  direction. 
Happily,  of  late  years,  the  means  of  recognising  small  quantities  of 
hydrochloric  acid  have  been  much  improved  upon. 

Let  us  suppose  a  case  in  point.  An  individual  is  suffering  from 
acid  dyspepsia.  We  wish  to  know  the  link  in  the  chain  of  natural 
events  which  is  broken.  How  do  we  proceed  P  The  stomach- 
ought  in  the  first  place  to  be  thoroughly  washed  out  with  distilled 
water.  A  test  meal  consisting  of  proteids  and  carbo-hydrates 
should  then  be  given — say  bouillon,  meat,  and  a  quantity  of  bread, 
boiled  rice,  or  potato.  This  must  be  drawn  off  on  occasion  with 
the  stomach  pump  at  different  intervals  of  time  up  to  six  or  eight 
hours,  and  be  tested  for  the  presence  of  the  different  acids. 

Granted  that  we  have  the  facilities  for  doing  so,  the  most  satis¬ 
factory  procedure  is  to  separate  the  various  acids  that  may  be- 
in  the  contents.  The  necessary  manipulation  may,  however,  be 
looked  upon  by  the  general  practitioner  as  tedious.  One  of  the- 
most  important  points  to  know  is  whether  hydrochloric  acid  is 
present  and  whether  it  comes  upon  the  scene  at  the  proper  time. 
It  may  therefore  be  asked  whether  one  cannot  employ  any  of  the 
tests  mentioned  for  its  detection  without  going  to  the  trouble 
of  separating  the  individual  acids.  The  answer  I  think  is  decidedly 
in  the  affirmative  if  all  that  is  required  is  the  detection  of  the  acid. 

Of  all  methods  in  the  testing  for  very  dilute  solutions  of 
HC1,  that  of  Giinzburg  is  universally  acknowledged  to  be  most 
reliable.  The  reagent  consists  of  2  grammes  phloroglucin,  1 
gramme  vanillin,  and  100  cubic  centimetres  absolute  alcohol.  If 
a  few  drops  of  this  are  added  to  an  equal  quantity  of  a  hydrochloric 
acid  containing  liquid,  and  the  mixture  be  gently  heated  in  a  white- 
porcelain  dish  over  a  flame,  a  delicate  rose-red  blush  becomes  per¬ 
ceptible  on  the  porcelain  as  the  liquid  evaporates.  It  is  capable  of 
detecting  0’06  per  cent,  of  hydrochloric  acid,  while  the  tropseolin 
test  is  sensitive  only  to  0T  to  0’2  per  cent.  Organic  acids,  more¬ 
over,  do  not  give  a  reaction  with  it,  nor  do  they  interfere  with  the 
BC1  reaction.  Albuminous  substances  and  peptone  have  in  both 
these  respects  a  like  negative  effect. 

As  a  matter  of  assurance,  however,  other  tests  should  be 
employed  as  well.  The  lactic  acid  can  be  easily  separated  in  a 
pure  state  with  ether,  and  the  tests  for  it  then  applied. 

The  fatty  acids  form  a  third  variety  of  acid  found  in  the  stomach 
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'Contents.  Butyric  acid  is  readily  detected  "by  its  odour  ;  and  Ol 
per  cent,  gives  with  the  chloride  of  iron  and  carbolic  acid  reagent 
an  ash-grey  discoloration  which  is  readily  distinguished  from  that 
induced  by  free  hydrochloric  acid  as  well  as  by  the  yellow  colour 
forthcoming  in  the  presence  of  lactic  acid.  It  is  indifferent  to  the 
tropaeolin  reaction.  Shaking  with  ether  dissolves  the  fatty  acids, 
and  if  the  solution  be  plunged  in  water  and  a  little  chloride  of 
.calcium  added,  oil  globules  are  set  free. 

Digestive  Capability . — The  testing  of  the  digestive  capability  of 
the  gastric  secretion  must  always  be  a  matter  of  difficulty  and 
uncertainty  from  the  fact  that  it  is  almost  impossible  to  obtain  the 
gastric  juice  in  a  pure  condition.  We  should  require  to  know  in 
the  first  place  what  are  the  capabilities  of  the  filtered  gastric 
liquid  taken  from  an  individual  in  health  (on  a  stated  diet  and 
after  given  periods),  before  being  able  to  draw  reliable  conclusions. 
Such  data,  so  far  as  I  am  aware,  we  do  not  possess. 

The  stomach  contents  are  drawn  off  with  the  pump  and  filtered, 
and  the  test  object  usually  employed  is  wTashed  fibrin.  Wille 
prefers  coagulated  egg-albumen  from  the  fact  that  a  piece  of  exact 
dimensions  can  be  readily  punched  out  of  it  so  as  to  present 
the  same  amount  of  surface  to  the  action  of  the  liquid.  A  small 
piece  of  this,  of  known  dimensions,  is  placed  in  10  cubic  centi¬ 
metres  of  the  liquid  and  kept  at  a  body  temperature  within  a 
culture  chamber.  To  make  the  inquiry  as  searching  as  possible, 
four  tests,  according  to  Wille,  should  be  employed.  The  first 
is  to  place  the  piece  of  albumen  in  the  pure  liquid ;  the  second,  in 
the  liquid  with  an  admixture  of  eight  to  ten  drops  of  a  25  per  cent, 
hydrochloric  acid  solution  ;  the  third,  with  the  addition  of  0.3  per 
cent,  pepsin ;  and  the  fourth  with  the  acid  and  pepsin  combined. 
By  a  comparison  of  results  not  only  may  a  disturbance  in  the 
digestive  capability  of  the  gastric  liquid  be  indicated,  but  the  cause 
of  the  same  made  manifest. — British  Med.  Journal,  Aug.  9,jl  321. 


33.— ON  ULCERATION  OF  THE  STOMACH— WITH  RESULTS 
OF  ANALYSIS  OF  35  CONSECUTIVE  CASES. 

By  T.  McCall  Anderson,  M.D.,  Professor  of  Clinical  Medicine 

in  the  University  of  Glasgow. 

Having  brought  under  your  notice  several  cases  of  ulceration  of  the 
stomach,  I  now  propose  to  direct  your  attention  to  the  results  of  an 
analysis  of  35  consecutive  cases.  The  first  point  to  be  noted  is  the 
frequency  of  the  affection  as  met  with  in  hospital  practice.  I  find 
that  2,538  medical  cases  yielded  35  illustrations  of  gastric  ulcer,  or 
nearly  1  in  73,  that  is,  about  1^  per  cent. 

The  Sex  of  the  Patient. — It  is  well  known  that  the  disease  is 
much  more  frequent  in  females  than  in  males,  but  there  is  some 
difference  of  opinion  as  to  the  proportionate  excess  of  female  cases. 
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Ziemssen  tells  us  that  the  journals  of  the  Pathologico-Anatomicali 
Institution  in  Erlangen  show  that  of  53  cases  in  which  ulcers  or 
cicatrices  were  discovered  on  post-mortem  examination,  35  were 
in  females  and  15  in  males,  while  Brinton  gives  the  proportion  as 
2  to  1.  This  estimate,  however,  like  Ziemssen’s,  is  based  on  fatal 
cases,  which  may  partly  account  for  the  widely  different  result 
brought  out  hy  my  statistics.  These  show  that  of  35  cases,  32 
occurred  in  females  and  only  3  in  males.  And  this  disproportion 
is  all  the  more  striking  when  I  mention  the  fact  that  the  former 
occurred  among  927  female  medical  cases,  the  latter  among  1,611 
males,  that  is  to  say,  that  in  males  gastric  ulcer  was  met  with 
once  in  537,  and,  in  females,  once  in  29  medical  cases. 

The  Age  of  the  Patients. — Let  us  hear  -what  Brinton  says :  “  The- 
liability  of  an  individual  to  become  the  subject  of  gastric  ulcer 
gradually  rises  from  what  is  nearly  a  zero  at  the  age  of  10  to  a 
high  rate,  which  it  maintains  through  the  period  of  middle  life, 
at  the  end  of  which  period  it  again  ascends,  to  reach  its  maximum 
at  the  extreme  age  of  90.  We  may  therefore  conclude  that  ulcer 
of  the  stomach  is  especially,  though  not  exclusively,  a  disease  of 
middle  and  advancing  life.”  This  opinion  is  not  at  all  in  accordance' 
with  my  own  general  experience,  nor  with  the  present  statistics, 
which,  in  the  main,  support  the  view  of  Ziemssen,  that  ulceration 
of  the  stomach  is  specially  a  disease  of  adolescence  and  of  middle 
age.  None  of  the  males  were  above  45,  while,  of  the  females,  10,  or 
one-half,  were  between  15  and  26  years,  15  between  27  and  45, 
and  1  at  60.  These  figures  confirm  the  impression  which  I  have 
long  had,  that  gastric  ulcer  is,  par  excellence,  a  disease  of 
adolescence  and  of  middle  life,  and  that  the  earlier  in  life  the  dis¬ 
ease  appears,  the  more  likely  is  the  patient  to  be  a  female.  In  22 
of  the  30  female  cases  the  duration  of  the  disease  was  not 
more  than  five  months,  and  bear  out  my  previous  impression  that 
ulceration  of  the  stomach  is  a  more  chronic  affection  in  males  than 
in  females. 

The  following  table  gives  the  proportion  of  previous  attacks  : 

Males—  One  was  attacked  for  the  first  time  ;  1  had  4  previous 
attacks  during  2  years  ;  1  had  repeated  attacks  during  5  years. 

Females. — Of  26  cases  in  which  this  point  was  specially 
mentioned,  15  were  attacked  for  the  first,  time,  and  11  had  had  pre¬ 
vious  attacks.  Of  the  latter,  6  had  one  previous  attack,  the 
interval  varying  from  1  to  9  years;  4  had  two  previous  attacks  at 
intervals  of  from  5  weeks  to  two  years  ;  while  1  had  had  haema- 
temesis  repeatedly  during  the  previous  12  years.  So  that  these 
statistics  bear  out  the  character  of  this  as  a  relapsing  disease. 

We  now  pass  on  to  the  statistics  bearing  upon  symptomatology, 
which  we  shall  consider  under  the  following  heads:  1.  Appetite. 
2.  Bain.  3.  Vomiting.  4.  Haematemesis.  5.  State  of  bowels. 

1.  Appetite. — This  was  specially  mentioned  in  18  cases ;  in  8  it 
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was  good,  in  2  indifferent,  and  in  8  it  was  said  to  be  bad  ;  but  this 
last  statement  must  be  taken  with  a  reservation,  because  patients 
often  say  they  have  no  appetite,  while  they  mean  the^  are  afraid 
to  eat  on  account  of  the  pain  which  follows  the  taking  of  food. 

2.  Pain. — a.  The  Character  of  the  Pain.  In  21  cases  this  was 
specially  referred  to.  In  6  cases  it  was  described  as  burning,  in  the 
same  number  as  gnawing ;  in  2  each,  as  shooting,  cutting, 
dragging,  and  dull ;  while  in  1  it  was  said  to  be  “  sharp.”  This 
bears  out  the  general  experience  that  burning  or  gnawing  pain  is 
most  characteristic  of  ulceration.  h.  The  Tone  of  Onset  of  the 
Pain.  This  was  specially  noted  in  21  cases.  In  10  it  came  on 
immediately  after  food  was  taken,  in  3  soon  after  food,  in  3  within 
a  quarter  of  an  hour,  in  3  in  half  an  hour,  in  1  in  from  half  an  hour 
to  an  hour,  and  in  1  an  hour  elapsed  before  its  onset,  thus  bearing 
out  the  general  experience  that  pain  usually  comes  on  soon  after 
food  is  taken.  The  pain  usually  continued  for  two  or  three  hours, 
or  until  the  patient  vomited,  which  he  generally  did  within  half 
an  hour  of  the  onset  of  the  pain.  c.  Tenderness.  Of  26  cases  in 
which  this  symptom  was  alluded  to,  in  4  it  was  absent,  and  in  22 
present.  In  most  of  these  it  was  localised,  and  the  tender  part  was 
indicated  by  placing  the  point  of  the  forefinger  on  the  epigastrium, 
a  little  below  the  ensiform  cartilage ;  in  1  case,  however,  it  was 
widely  diffused  ;  in  2  cases  only  was  tenderness  discovered  over 
or  near  the  lower  dorsal  spines  (Cruveilhier’s  symptom). 

3.  Vomiting. — This  feature  was  specially  alluded  to  in  32  cases  : 
in  2  there  was  none,  in  4  it  was  occasional,  in  4  it  always  occurred 
after  food,  and  in  22  it  was  frequent,  so  that  vomiting  is  one  of  the 
most  constant  symptoms  of  ulceration. 

4.  TTcematemesis. — This  symptom  was  referred  to  in  30  cases ;  in 
6  it  was  absent,  in  14  it  was  scanty  (“  coffee  ground  ”  vomiting), 
in  4  it  was  moderate  in  amount,  while  in  6  it  occurred  to  the 
extent  of  a  breakfast  cupful  to  a  pint  or  more.  My  own  general 
experience  led  me  to  anticipate  that  these  statistics  would  have 
shown  a  greater  proportion  of  cases  of  large  hemorrhages. 

5.  State  of  the  Bowels. — This  was  mentioned  in  25  cases  ;  in  1 
the  bowels  were  regular,  in  1  irregular,  and  in  23  costive. 

In  15  cases  melaena  was  noted ;  in  1  case  it  occurred  only  once, 
in  most  cases  it  was  observed  repeatedly,  and  in  1  it  was  almost 
continuously  present  for  3  months  ;  in  14  cases  there  was  haema- 
temesis  without  any  mention  of  meltena,  and  in  3  melaena  was  pre¬ 
sent  without  haematemesis,  thus  showing  the  importance  of  a 
careful  and  continuous  inspection  of  the  motions  in  every  suspected 
case  of  ulceration. 

Complications. — In  15  cases  the  ulceration  of  the  stomach  was 
primary  and  uncomplicated,  while  in  20  there  were  complications. 
One  patient  was  suffering  from  abdominal  aneurysm  1  was  hemi¬ 
plegic,  2  had  bronchitis,  and  1  of  these  had  pleurisy  in  addition  : 
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2  were  scrofulous,  7  were  anaemic,  and  7  were  chlorotic.  I  believe 
that  several  of  those  described  in  the  reports  as  anaemic  were 
really  chlorotic,  but,  at  any  rate,  the  statistics  show  that,  in 
women,  chlorosis  is  a  very  common  accompaniment  of  ulceration. 
This  fact  must  be  carefully  kept  in  view,  else  the  pain  of  the 
ulceration  may  be  mistaken  for  neuralgia  of  the  stomach,  which  is 
so  frequently  met  with  in  chlorosis,  all  the  more  as  these  are  the 
very  cases  which  are  most  apt  to  terminate  fatally  by  perforation.. 

Results. — Of  the  35  cases  2  only  remained  for  a  week  or  two  in 
hospital,  and  1  insisted  on  leaving  on  the  twenty-fifth  day,  being 
“  much  improved.”  One  patient  was  “  improved  ”  when  dismissed, 
7  were  “  much  improved,”  and  23  were  cured.  Only  1  patient,  a 
male,  died,  as  the  result  of  hemorrhage  from  the  stomach  and 
bowels,  and  on  post-mortem  examination  an  ulcer  was  found  at 
the  pylorus,  which  had  perforated  a  large  vessel.  These  results 
correspond  pretty  closely  with  the  result  of  Brinton’s  observations, 
which  show  1  death  in  20  to  30  cases,  males  succumbing  to  the 
disease  nearly  four  times  as  often  as  females. 

Treatment. — 1.  The  patients  were  always  strictly  confined  to 
bed — a  point  which,  I  have  reason  to  believe,  is  not  always  insisted 
upon,  as  not  only  does  the  ulceration  heal  more  readily,  but  the 
danger  of  profuse  hemorrhage  and  perforation  is  lessened.  2.  The 
dieting  was  generally  the  main  point  in  the  treatment.  Hard,  hot, 
stimulating,  and  irritating  food  was  rigidly  excluded ;  soft  and 
fluid  food,  in  small  quantities,  frequently  repeated,  being  the  rule; 
and,  in  the  majority  of  cases,  unless  there  was  some  contraindication, 
milk,  in  combination  with  a  little  potash  or  lime  water,  was  pre¬ 
scribed.  In  some  instances  peptonised  meat  preparations  were 
given,  especially  Carnriclds  beef  peptonoids,  to  the  extent  of  a  tea¬ 
spoonful  every  four  hours.  The  patient  was  directed  to  suck  the 
powder,  so  as  to  mix  it  thoroughly  with  the  saliva  before 
swallowing  it.  In  some  instances  a  slight  modification  of  Debove’s 
meals  was  administered.  This  consists  of  25  grammes  of  Carnrick’s 
beef  peptonoids,  1  gramme  of  burnt  magnesia,  2  of  prepared 
chalk,  and  1  of  saccharated  lime.  The  gastric  juice  is  thus 
neutralised,  and  no  peptones  are  formed  in  the  stomach.  It  was 
found,  however,  that  three  of  these  meals  per  day  sometimes 
produced  diarrhoea,  so  that  latterly  three  half  meals  were  pre¬ 
scribed.  As  to  the  quantity  of  soft  or  fluid  food  given  at  a  time, 
two  ounces  was  the  usual  allowance  at  first,  but  the  quantity  was 
diminished  if  pain  or  vomiting  resulted,  and,  of  course,  the  less 
food  that  was  taken  the  oftener  was  it  repeated.  We  always 
adhered  strictly  to  the  rule  of  gradually  reducing  the  quantity 
administered  at  one  time,  until  it  produced  neither  pain  nor 
vomiting ;  and  if  even  a  teaspoonful  of  milk  disagreed,  all  food  by 
the  mouth  was  suspended  for  a  time,  and  the  patient  was  fed 
exclusively  by  the  rectum,  although  he  was  allowed  to  suck  a 
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small  piece  of  ice  occasionally.  The  rectal  feeding  usually- 
consisted  of  the  introduction  every  four  hours  of  a  zyminised  milk 
or  meat  suppository,  and  on  the  alternate  four  hours  an  enema, 
consisting  of  3  drachms  of  Carnrick’s  beef  peptonoids  mixed  with  2 
or  3  ounces  of  warm  water,  was  given. 

A  cure  often  resulted  from  dieting  and  rest  alone,  but  the  bowels 
were  regulated  when  necessary  by  enemata,  or  the  injection  of  a 
drachm  of  glycerine  into  the  rectum.  In  a  good  many  cases  Carls¬ 
bad  salts  (the  artificial  salts  by  preference  when  constipation  was 
present),  as  recommended  by  Ziemssen,  sometimes  yielded  excel¬ 
lent  results.  These  are  given  on  the  principle  that  the  most 
essential  obstacle  to  the  formation  of  granulations  in  the  floor  of 
the  ulcer  is  the  corrosive  influence  of  the  gastric  juice.  The  salts 
neutralise  the  acids  and  check  fermentation ;  they  likewise 
discharge  the  fermenting  liquids  into  the  bowel,  and  act  as  an 
aperient.  The  dose  is  from  1  to  4  drachms  dissolved  in  a  pint  of 
boiling  water.  This  is  allowed  to  cool,  and  when  tepid  is  slowly 
drunk  to  the  extent  of  a  quarter  of  a  pint  every  ten  minutes  until 
it  is  all  swallowed,  and  is  given  in  the  morning. 

During  convalescence  the  diet  was  very  slowly  improved,  and 
sometimes  small  doses  of  arsenic  in  the  shape  of  Schieffelin’s  pills 
(gr.  to  gr.  gty),  thrice  daily,  seemed  to  consolidate  the  cure. 

In  some  cases,  when  pain  was  a  prominent  feature,  and 
especially  when  it  persisted  when  the  stomach  was  empty,  opiates 
in  small  doses,  or  a  combination  of  hydrocyanic  acid  and  bismuth, 
were  administered.  When  hemorrhage  occurred  to  any  extent 
rectal  feeding  was  resorted  to  ;  although  the  patient  was  allowed 
to  suck  ice  ;  ice  was  applied  in  an  ice  bag  to  the  epigastrium,  and 
morphine  was  given  by  subcutaneous  injection,  and  occasionally 
ergo  tine.  Finally,  complications  were  dealt  with  on  general 
principles,  according  to  their  nature — chlorosis,  the  most  frequent 
one,  being  treated  with  Schieffelin’s  Blaud’s  pills. — British  Medical 
Journal ,  May  10,  1890,  p.  1057. 


34.  —ON  STOMATITIS  GANGRENOSA  (CANCRUM  ORIS)  AND 
ITS  TREATMENT  WITH  SULPHATE  OF  IRON. 

By  J,  D.  Sullivan,  M.D.,  Brooklyn,  U.S.A. 

During  the  year  1888  we  had  seventeen  cases  of  cancrum  oris. 
Many  of  these  followed  an  epidemic  of  whooping-cough.  Of 
rthese,  sixteen  patients  recovered  and  one  died.  Many  remedies 
were  tried  during  the  progress  of  these  cases — subnitrate  of  bis¬ 
muth,  naphthalin,  hydronaphthol,  salol,  listerine,  permanganate  of 
potassium,  tincture  of  iodine,  and  various  disinfectant  solutions  at 
different  times,  and  still  recovery  was  very  slow,  extending  over 
periods  of  from  one  to  three  months.  The  application  of  naph- 
ihalin  gave  as  good  satisfaction  as  any  other  agent  used,  if  not  better. 
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During  the  year  1889  six  cases  of  stomatitis  gangrenosa  came' 
under  my  observation.  All  the  patients  recovered  more  rapidly 
It  was  during  the  progress  of  these  cases  that  I  conceived  the  idea 
of  applying  liq.  ferri  subsulphatis,  diluted  with  an  equal  part  of. 
glycerine,  and  the  result  was  much  more  satisfactory  than  with  any 
remedy  heretofore  used. 

On  the  evening  of  April  1st  of  this  year,  while  hastily  making 
my  usual  visit  through  the  infirmary,  my  attention  was  called  to  a 
hoy  about  six  years  of  age  with  a  swollen  face  and  a  most  horribly 
foetid  odour  to  his  breath.  On  examining  his  mouth,  I  found  the- 
gums  of  a  dark-purple  colour,  soft,  pulpy,  and  very  much  swollen,, 
and  the  teeth  loosened.  I  instantly  recognised  the  same  old  enemy 
which  had  given  us  so  much  trouble  in  former  years.  A  moment’s 
reflection  satisfied  me  that  the  proper  thing  to  do  was  to  remove 
the  dead  tissue  and  endeavour  to  arrest  the  gangrene.  Grasping 
the  gums  between  my  forefinger  and  thumb,  and  pressing  upon 
them,  I  found  that  the  dead  parts  easily  separated  from  the  living 
tissue.  In  this  way  I  removed  the  greater  portion  of  the  gums  on 
both  sides,  with  several  of  the  teeth.  Then,  with  a  large  camel’s 
hair  brush,  I  copiously  applied  a  mixture  of  equal  parts  of  liq.  ferri 
subsulphatis  and  glycerine.  This  arrested  the  slight  hemorrhage 
and  contracted  the  remaining  diseased  portions  into  firm  shreds. 
Now,  with  pledgetsof  absorbent  cotton  held  in  the  grasp  of  aforceps,, 
I  cleaned  out  the  mouth  and  made  another  application  of  the  iron 
solution.  This  was  all  done  in  a  few  moments,  with  very  little 
pain  to  the  patient  and  with  but  slight  resistance  on  his  part.  The* 
next  day  the  boy  presented  a  much  brighter  appearance,  and  the 
disease  had  evidently  made  no  further  progress.  Apprehending 
that  the  gangrene  might  still  be  lurking  where  it  was  so  active  on 
the  previous  day,  I  gently  curetted  the  alveolar  processes  and  tooth 
sockets,  removing  all  the  diseased  tissue,  and  'washed  out  the  mouth? 
with  a  solution  of  sulphate  of  copper,  half  a  drachm  to  the  ounce 
of  water,  and  then  thoroughly  applied  the  solution  of  iron  and 
glycerine.  I  then  gave  instructions  to  have  this  repeated  four 
times  daily.  On  the  following  day  the  parts  presented  a  healthy,, 
granulating  appearance,  and  there  was  but  very  little  of  the  offensive 
odour  remaining.  The  applications  were  continued  for  eight  or  ten- 
days,  and  at  the  end  of  two  weeks  the  parts  were  healed  over  and 
the  boy  was  in  good  health  minus  his  molar  teeth. 

Within  the  next  nine  days  five  more  cases  of  cancrum  oris  were 
developed  in  boys  whose  ages  ranged  from  three  to  six  years. 
These  were  all  treated  in  the  same  way  as  the  last  case,  excepting  that 
two,  which  were  seen  in  the  incipient  stage,  were  not  curetted.  In 
these  two  cases  the  mouths  were  simply  washed  with  the  solution 
of  sulphate  of  copper,  and  the  iron  mixture  applied  as  in  the  other 
cases.  In  each  case  the  gangrene  was  arrested  within  three  days 
after  the  first  application,  and  their  recovery  was  complete  within  two 
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weeks.  Whisky  and  good  nourishment  were  diligently  administered 
to  every  case,  and  ample  ventilation  was  provided  for  them. 

In  carefully  considering  the  action  of  the  many  remedies  which 
I  have  used  in  the  treatment  of  this  destructive  disease,  I  am 
satisfied  that,  so  far  as  my  observation  extends,  the  solution  of  the 
subsulphate  of  iron  is  the  most  efficacious.  Diluted  with  an  equal 
part  of  glycerine,  it  appears  to  combine  with  the  diseased  tissue,  and 
either  dissolves  it  or  converts  it  into  an  inert,  odourless  substance, 
without  irritating  the  healthy  parts.  It  is  powerfully  destructive  to 
organisms  of  a  low  vitality,  therefore  serving  as  a  good  germicide 
and  antiseptic,  and  consequently  we  might  infer  that  it  would  be  a 
valuable  agent  in  arresting  a  septic  disease  like  gangrene.  Even 
after  the  eschar  has  been  dissolved  or  removed  by  the  application 
of  this  solution,  it  appears  to  promote  a  healthy  granulation  of  the 
parts,  and  hastens  their  restoration  to  a  sound  condition. 

If  time  would  permit,  I  might  extend  these  remarks  by  reciting 
the  details  of  each  case  more  minutely,  but  it  would  simply  be  a 
repetition  of  what  I  have  endeavoured  to  picture  to  your  minds,  and 
would  be  unnecessary,  as  this  paper  has  been  hastily  prepared  with 
the  special  purpose  of  bringing  before  the  profession  the  treatment 
of  this  affection  by  the  removal  of  the  diseased  portions,  and  the 
topical  application  of  solution  of  the  subsulphate  of  iron  diluted 
with  an  equal  part  of  glycerine. — N.  Y.  Med.  Jour.,  Aug.  28,  p.  209. 


DISEASES  OR  THE  URINARY  ORGANS. 


35.— ON  THE  VAGARIES  OF  RENAL  DISEASE. 

By  James  F.  Goodhart,  M.D.,  Physician  to  Guy’s  Hospital. 

The  vagaries  of  renal  disease  is  a  very  interesting  subject  to  the 
physician,  few  more  so.  He  is  ever  being  puzzled  bv  them,  and 
the  subject  is  one  therefore  of  immediate  importance. 

The  first  point  I  will  insist  upon  is  the  frequency  with  which 
serious  disease  of  the  kidney  fails  in  symptoms.  Cases  of  this  kind 
are  so  numerous  that  it  almost  seems  unnecessary  to  give  any 
details,  but  I  will  just  note  a  few.  A  young  man,  aged  24,  had 
had  syphilis,  and  had  a  much  enlarged  liver  and  spleen.  His 
urine  was  copiously  albuminous,  and  one  could  not  doubt  that  this 
was  due  to  a  nephritis  of  some  sort.  Yet  he  seemed  in  perfect 
health  at  that  time,  and  so  he  ever  afterwards  remained  ;  and 
although  the  albumen  remained  for  a  year  or  more,  it  ultimately 
all  disappeared,  and  there  was  good  reason  to  suppose  that  the 
disease  was  due  to  a  patchy  affection,  for  gummata  formed  now 
and  again  in  various  parts  of  his  body.  Take  another  case :  a 
young  fellow  was  under  my  care,  in  1886,  with  what  was  supposed 
to  be  acute  nephritis.  He  had  rather  extreme  dropsy,  and  after 
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some  weeks  of  treatment  he  left  the  hospital,  as  so  many  of  these 
cases  do,  with  his  urine  still  albuminous.  Since  he  left  the 
hospital  he  says  that  he  has  been  very  well,  and  he  has  enlisted  in 
a  cavalry  regiment  in  which  he  is  now  serving.  When  we  came 
to  examine  him  we  found  his  urine  was  still  albuminous,  the  albu¬ 
men  being  in  some  quantity  ;  the  heart’s  impulse  was  beyond  the 
nipple  ;  the  pulse  was  somewhat  hard ;  and  there  is  no  doubt  that, 
notwithstanding  his  apparent  health,  he  is  the  subject  of  chronic 
parenchymatous  nephritis.  Take  another  case  of  a  different  sort. 
A  little  girl  whom  I  saw  with  Dr.  Roper,  of  Lewisham,  had  had 
scarlatina;  and  within  a  few  days  after  hsematuria  supervened, 
and  then  suppression.  She  lay  in  bed  with  absolutely  no  symp¬ 
toms  of  renal  disease  except  the  two  ounces  or  so  of  bloody  urine — 
all  she  had  passed  in  the  many  hours  preceding.  Her  condition 
was  one  of  simple  exhaustion,  and  as  she  lay  one  could  hardly 
believe  her  condition  to  be  desperate ;  yet  she  was  dead  before 
many  hours  had  passed,  and  the  kidney,  which  by  Dr.  Roper’s 
kindness  I  had  an  opportunity  of  examining,  was  one  of  the  most 
extreme  examples  of  glomerular  nephritis  I  have  ever  seen.  I 
remember  a  similar  case  in  a  young  adult  in  the  out-patient  room 
at  Guy’s  Hospital.  He  was  admitted  and  died  very  shortly  after¬ 
wards,  and  here  too  the  kidney  was  in  an  extreme  condition  of 
this  kind.  Of  subacute  cases  again  there  are  many  in  which  the 
symptoms  are  urinary  only.  I  have  seen  several  where  the 
attention  has  been  drawn  to  the  urine  solely  by  the  occurrence  of 
hsematuria,  and  the  case  has  run  its  course,  and  sometimes  a  long 
one,  without  the  occurrence  of  dropsy  at  any  time.  I  am  drawing 
just  now  upon  my  experience  in  children,  because  at  that  time  of 
life  renal  disease  without  dropsy  would  be  regarded  by  many  as 
decidedly  uncommon,  and  I  will  carry  this  record  of  child  life 
still  further,  even  into  the  region  of  the  most  chronic  forms  of 
disease.  Sere,  as  everyone  knows  in  the  adult,  dropsy  is  often 
absent ;  one  does  not  expect  it  so  to  be  in  children ;  but  then  one 
must  at  the  same  time  say  that  the  most  chronic  form  of  disease 
(the  granular  kidney)  is  not  met  with  in  childhood.  However 
this  may  be,  it  is  possible  to  overlook  very  chronic  cases  in  child¬ 
ren  by  reason  of  this  very  absence  of  symptoms,  as  the  following 
striking  cases  will  show. 

A  little  boy,  aged  6  years,  was  brought  up  by  hand,  aud  wdien 
the  bottle  was  given  up,  he  developed  an  intense  thirst  and  poly¬ 
uria,  which  had  never  subsided,  and  when  I  saw  him  he  was 
drinking  as  much  as  a  quart  of  water  during  the  night,  and  the 
quantity  by  day  was  so  great  that  it  was  not  known.  In  early 
infancy  he  had  had  occasional  attacks  of  sickness  after  excitement, 
and  at  three  years  a  bad  attack  of  sickness  and  fever,  which  some 
thought  cerebral,  others  gastric.  Later  on  he  had  an  attack  which 
Dr.  Dring  had  very  little  doubt  was  meningitic  in  character ; 
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thereafter  he  had  had  night  terrors  for  more  than  a  year,  and 
latterly  he  had  developed  rather  severe  tetany. 

He  was  a  miserable  little  specimen,  with  a  dry,  wrinkled  skin, 
which  never  perspired  ;  he  weighed  only  31  lbs.;  he  was  unhealthily 
precocious ;  his  teeth  were  decayed ;  his  heart  and  lungs  nor¬ 
mal  ;  his  retinae  normal ;  and  I  could  find  nothing  tangible  to 
explain  the  malnutrition  until  his  urine  was  examined.  This  was 
found  to  be  of  specific  gravity  1005,  and  to  contain  a  good  deal  of 
albumen.  He  went  on,  Dr.  Dring  told  me,  for  twelve  weeks,  the 
polyuria  remaining  on  the  whole  the  same,  the  albumen  sometimes 
disappearing;  but  paroxysmally,  almost  punctually,  once  a  month, 
he  became  worse  :  the  urine  became  scanty,  and  contained  so 
much  albumen  as  to  be  nearly  solid,  and  at  the  same  time  he 
would  get  a  severe  attack  of  what  could  only  be  called  tetanus,  so 
violent  was  the  opisthotonos.  He  died  in  one  of  these  attacks. 
Dr.  Dring  prevailed  on  the  parents  to  allow  a  post-mortem 
examination,  and  this  we  made.  The  nervous  system  was  quite 
healthy.  The  heart  was  widely  dilated,  large,  and  flabby.  The 
kidneys  were  shrivelled  and  small,  their  capsules  adherent  and  thick. 

To  complete  the  history  of  this  case,  and  also  of  my  most  strik¬ 
ing  experience  of  chronic  renal  disease  in  young  children,  I  may 
say  that  some  few  weeks  after  the  death  of  this  child,  one  of  his 
first  cousins  was  brought  to  me,  because  the  parents  feared  it  was 
affected  in  the  same  way.  This  child  was  a  girl,  aged  6^  years, 
who,  like  the  other,  had  since  weaning  developed  an  intense  thirst. 
When  years,  it  was  seen  by  Dr.  Gee,  as  also  again  when  3 
years  old.  Dr.  Gee  kindly  told  me  that  on  the  first  occasion  the 
urine  was  1003 ;  and  on  the  second  also  1003,  with  a  trace  of 
albumen.  When  I  saw  it  three  years  and  a  half  later,  it  was 
drinking  six  pints  of  fluid  in  the  twenty-four  hours,  and,  like  its 
relative,  it  was  a  mite  of  a  child  for  its  age,  and  with  a  like  harsh 
dry  skin,  which  never  sweated.  The  urine  looked  like  water,  was 
of  a  specific  gravity  1004,  and  contained  a  sixth  of  albumen. 
Again,  I  cannot  doubt,  with  this  history  before  me,  and  that  of 
the  other  case  also,  that  this  too  is  a  case  of  chronic  nephritis,  but 
if  so  it  is  one  without  any  characteristic  symptoms. 

Now  these  several  cases  together  suggest  that  dropsy  is  an  acci¬ 
dent  rather  than  any  true  measure  of  the  acuteness  of  the  disease, 
and  the  cases  that  are  met  with  in  the  wards  of  a  hospital  confirm 
this  in  a  very  emphatic  manner.  A  large  proportion  of  the  cases 
which  enter  a  hospital  come  in  with  dropsy,  and  a  history  of  recent 
illness,  and  are  dubbed  in  consequence  “  acute  ”  nephritis.  The 
usual  classification  of  Bright’s  disease  is  into  “  acute,”  “  chronie 
parenchymatous,”  and  “  granular ;”  and  the  only,  or  at  any  rate 
the  rough  and  ready,  method  of  distinction  between  the  acute  and 
chronic  parenchymatous  is  the  duration  of  the  dropsy.  If  the 
dropsy  be  recent,  the  case  is  called  acute ;  if  it  be  of  long  stand- 
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mg,  then  the  disease  is  called  chronic ;  hut  this  criterion  is  practi¬ 
cally  useless  ;  at  any  rate,  the  large  majority  of  the  patients  who 
enter  the  hospital  at  the  onset  of  the  anasarca,  or  within  a  short 
while  after  it,  are  not  well  when  they  leave,  and  in  consequence  of 
this  fact  (and  I  do  not  think  there  can  be  any  dispute  about  it) 
one  of  two  conclusions  presents  itself  :  either  that  which  I  have 
just  put  forward — that  the  criterion  made  use  of  has  played  us 
false,  and  that  the  case  supposed  to  be  acute  is  not  really  so  ;  or 
that  acute  cases  accompanied  by  dropsy  are  likely  to  do  badly. 
The  latter  alternative  I  reject,  because  it  is  not  true  of  young 
subjects.  And  to  show  how  important  is  this  matter  of  age,  let 
me  say  that  of  fifty-seven  cases  of  renal  disease  associated  with 
dropsy  admitted  into  Guy’s  Hospital,  which  I  analysed  some  time 
ago,  forty  left  the  hospital  passing  albumen  still,  and  ten  only  left 
well,  while  of  these  ten  seven  were  under  16  years  of  age.  What¬ 
ever,  then,  may  be  the  explanation,  there  can  be  no  question  that 
the  age  of  the  patient  is,  as  a  general  rule,  more  helpful  for  prog¬ 
nosis  than  is  the  date  of  the  onset  of  the  dropsy.  Upon  this  rule 
I  am  acting  daily  in  the  wards.  When  I  am  asked  about  the 
diagnosis,  prognosis,  or  even  treatment — for  all  are  involved— of  a 
case  of  renal  anasarca,  I  ask  what  is  the  age  of  the  patient.  If 
this  be  under,  say,  twenty-five,  there  is  a  fair  chance  of  the  disease 
being  acute,  and  the  case  is  treated  accordingly. 

Another  feature  that  may  be  called  a  vagary  is  intermission  in 
the  passage  of  albumen.  It  is  not  perhaps  the  rule,  but  it  is  ex¬ 
ceedingly  common.  It  applies  to  blood  equally  with  albumen. 
Blood  will  come  and  go  in  the  course  of  an  attack  of  nephritis 
without  any  corresponding  variation  in  the  course  of  the  symp¬ 
toms,  and  without  our  being  able  to  get  any  hint  of  value  upon 
the  course  of  the  disease  ;  albumen  in  like  manner.  I  have  seen  a 
case  of  nephritis  run  on  for  months,  with  the  urine  containing  now 
so  much  albumen  as  to  be  nearly  solid  ;  and,  again,  for  several 
days  perhaps  hardly  a  trace.  We  do  not  know  what  the  meaning 
•of  these  variations  is,  but  oscillation  is  a  feature  of  all  function, 
and  these  cases  seem  to  me  quite  parallel  with  the  extreme  and 
unusual  fluctuations  that  occur  in  the  course  of  some  febrile  pro¬ 
cesses,  and  with  which  we  are  all  familiar.  These  fluctuations  of 
the  temperature  are  not  in  themselves  critical — indeed,  they  tend 
to  appear  when  the  vigour  of  the  fever  has  spent  its  force  ;  and  so 
perhaps  it  is  with  these  nephritic  changes.  Indeed,  I  think  that  if 
any  conclusion  is  justified  from  the  circumstance,  it  would  be  that 
the  disease  is  then  of  a  mild  type,  and  is  likely  to  do  well  event¬ 
ually  ;  and  this  is  no  contradiction  to  the  position  I  have  already 
taken  up,  that  some  cases  of  intermittent  albuminuria  end  in  a 
definite  nephritis. 

Another  vagary  that  occurs  to  me  is  the  occasional  rapid  re¬ 
covery  of  cases  that  had  seemed  to  have  gone  beyond  the  hope  of 
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it.  This  I  should  not  suppose  to  he  common  to  any  marked 
degree,  and  yet  in  some  measure  it  is,  for  who  has  not  seen  cases 
which,  from  the  severity  of  the  albuminuria,  and  the  extent  of  the 
dropsy,  might  have  been  predicted  not  to  be  likely  to  live  beyond 
a  few  weeks,  aud  who  have  slowly  pulled  out  of  their  graver 
troubles,  and  survived  as  chronic  invalids  for  perhaps  many  years. 
The  two  most  marked  cases,  however,  of  rapid  recovery  that  I 
have  seen  were  both  in  children,  and  both  were  boys.  One,  a  child 
■of  4^  years,  was  taken  ill  at  the  end  of  January,  and  at  the  end  of 
May  he  wTas  still  passing  much  albumen,  and  his  condition  was 
still  such  as  to  cause  grave  anxiety.  Within  a  week  or  ten  days 
of  this  time,  however,  he  improved  so  rapidly  that  all  the  albumen 
had  gone,  and  his  general  condition  had  visibly  bettered  in  corres¬ 
ponding  fashion.  I  may  anticipate  thus  much  and  say  that  we 
thought  the  improvement  dated  from  an  increase  of  the  amount  of 
whisky  he  was  taking,  and  the  introduction  of  meat  into  his  diet. 
The  other  case  wras  a  boy,  aged  3|  years,  who  was  in  the  Evelina 
Hospital  for  ten  months.  The  anasarca  that  this  child  suffered 
from  wras  extreme,  and  the  albumen  also  was  in  large  amount, 
uften  as  much  as  a  third,  and  even  a  half.  ITe  had  been  ill  for 
six  weeks  before  he  was  admitted,  and  for  four  months  afterwards 
he  remained  in  much  the  same  state  as  when  he  came  in.  I  ought 
to  say,  however,  that  from  the  first  the  albumen  showed  the  tend¬ 
ency  to  variation  to  which  I  have  already  drawn  attention  ;  one 
-day  it  would  be  as  much  as  a  third,  and  perhaps  the  next  a  mere 
cloud.  After  four  months  of  treatment  his  general  condition 
decidedly  improved,  although  the  albuminuria  remained  much  the 
same,  and  this  for  another  four  months  when  the  albumen  was 
still  as  much  as  a  sixth.  It  then  fell  at  once  to  a  twenty-fourth, 
and  within  a  few  davs  had  still  further  fallen  to  a  mere  trace,  and 
at  that  it  remained  when  he  left  the  hospital.  Cases  of  this  kind 
are  of  exceeding  interest  from  two  points  of  view;  in  the  first 
place,  they  are  most  puzzling  when  you  come  to  answer  the 
question,  What  was  the  nature  of  the  disease  ?  This  last  boy’s 
bed-letter  is  headed  “acute  nephritis and  if  we  interpret  that  in 
dead-house  terms,  he  had  a  large  white  kidney.  I  do  not  think 
that  I  had  any  doubt  on  that  point  for  some  six  or,  at  any  rate,  four 
months  out  of  his  stay  in  the  hospital.  But  what  is  one  to  say 
now  P  Improvements  of  this  kind  are  rapid  enough  to  make  one 
almost  doubt  whether  there  was  any  structural  change,  and  I 
could  certainly  forgive  a  “liver  doctor ”  were  he  to  discourse  in 
such  a  case  upon  some  prolonged  functional  disturbance  of  that 
mighty  organ  as  well  as  explaining  the  intermissions,  the  pre¬ 
liminary  improvement  in  health,  and  the  final  rapid  cessation  of 
the  albuminuria. 

Another  deviation  from  the  natural  course,  so  to  speak,  of  neph¬ 
ritis  is  the  occasional  substitution  of  a  state  of  low  tension  for 
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high.  You  all  know  by  this  time  that  the  pulse  of  renal  disease' 
is  a  hard  one,  or,  as  it  is  called,  one  of  high  tension ;  and  you  also 
know  that  this  condition  fails  for  the  most  part  in  lardaceous 
disease  of  the  viscera ;  hut  it  also  fails  sometimes  in  other  cases  of 
nephritis,  and  when  it  does  so  the  point  is  of  importance.  I  first 
learnt  the  value  of  this  from  a  lecture  of  Dr.  Broadbent’s,  and 
I  pass  it  on  to  you  with  an  emphatic  testimony  to  its  worth.  Dr. 
Broadbent  remarked  that  when  with  albuminuria  this  state  of  low 
tension  exists  the  case  is  likely  to  do  badly.  Speaking  from  memory 
I  will  not  be  sure  that  I  include  the  whole  of  his  position  in 
this  matter,  but  substantially  this  was  the  point.  Let  me  illus¬ 
trate  it  by  a  case  or  two. 

Some  two  or  three  years  ago  I  was  called  into  the  country  to- 
see  a  lady  of  whom  the  following  history  may  be  told.  She  was 
41  years  of  age,  and  had  had  some  rather  prolonged  uterine  trouble 
months  before ;  but  from  this  she  had  been  for  some  time  free, 
and,  indeed,  had  been  rapidly  regaining  her  health.  For  a  fort¬ 
night,  however,  before  I  saw  her,  she  had  been  losing  her  appetite 
and  ground  again  ;  and  vomiting  had  come  on,  ascribed  by  her  to 
the  appearance  of  her  catamenial  period,  but  by  her  medical  man 
quite  rightly  to  the  presence  of  albumen,  which  had  now  for  the 
first  time  been  found  in  her  urine.  The  condition  at  the  time  of  our 
visit  was  as  follows  :  Very  pale,  and  face  puffy  ;  she  felt  exceed¬ 
ingly  ill,  yet  had  no  pain  anywhere ;  she  was  quite  collected,  but  very 
restless,  and  her  whole  demeanour  betokened  extreme  exhaustion. 

There  was  no  dropsy,  but  a  urinous  odour  about  her  breath,  and 
the  urine  was  clear,  pale,  scanty,  and  when  boiled  became  solid 
with  albumen.  But  the  state  of  the  circulation  is  the  interesting 
point.  The  heart’s  impulse  could  not  be  felt ;  the  sounds  were 
feeble,  and  there  was  an  occasional  feebler  and  shorter  beat, 
although  it  hardly  amounted  to  the  stagger  that  is  so  often  met 
with  in  cases  of  renal  disease.  The  pulse  at  the  wrist  was  80,  and 
was  quite  soft  and  feeble.  I  remarked  at  the  time  that  the  case 
seemed  to  me  to  be  a  typical  one  of  renal  disease  with  low  tension, 
and  this  point  weighed  heavily  in  arriving,  as  we  did,  at  a  very  un¬ 
favourable  prognosis.  So  badly,  indeed,  did  we  think  of  her  that 
it  was  deemed  advisable  not  to  leave  her,  the  house  being  some 
miles  in  the  country  and  out  of  reach.  And  the  wisdom  of  this 
decision  was  shown  by  the  sequel,  for  the  poor  woman  died  in  the 
course  of  the  night.  Now,  I  do  not  mean  to  convey  that  all  such 
cases  die  as  rapidly  as  this.  But  even  so,  the  prognosis  is  not 
good.  I  have  seen  several  of  a  more  protracted  kind,  who, 
although  living  a  long  time,  never  really  showed  any  material 
improvement,  and  I  will  give  a  short  note  of  one  of  these.  In  the 
autumn  of  1887  I  saw  with  Mr.  Sandford  Arnott,  of  Brixton,  a 
young  man,  aged  24,  who  had  enjoyed  exceptional  health.  So- 
much  so,  that  he  had  been  good  as  a  rifleman,  as  a  cricketer,  and  , 
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as  a  football  player,  and  as  such  he  had  been  careless  of  exposure. 
He  had  felt  some  pain  in  his  back  for  two  months,  nothing  more  ; 
and  for  a  fortnight  had  felt  nauseated,  and  dropsy  had  supervened. 
For  this  he  had  sought  advice,  but  he  had  not  at  any  time  noticed 
anything  wrong  with  his  urine.  He  was  a  pale,  oedematous  man. 
He  said  that  he  felt  perfectly  well,  and  only  complained  of  the 
dropsy,  he  did  not  quite  see  the  force  of  being  kept  in  bed.  His 
urine  turned  solid  on  boiling,  but  his  pulse  was  soft  and  his  heart 
sounds  also  ;  there  was  nothing  whatever  of  a  renal  character 
about  them.  I  gave  a  guarded  prognosis,  on  account  of  the  exces¬ 
sive  amount  of  albumen  in  the  urine  and  the  want  of  tension  in 
the  pulse  ;  and  here,  again,  the  result  justified  the  opinion  that  we 
had  formed.  He  lived  about  sixteen  months  after  that  time,  and 
was  under  Mr.  Arnott  all  that  time,  and,  although  all  sorts  of 
remedies  were  tried,  his  symptoms  never  abated  one  jot,  and  he 
gradually  became  worn  out. — Brit.  Med.  Journal ,  May  24,  p.  1183. 

36.— ON  THE  TREATMENT  OF  BRIGHT’S  DISEASE. 

By  J.  F.  Goodhart,  M.D.,  Physician  to  Guy’s  Hospital. 

The  treatment  of  acute  cases  of  Bright’s  disease  is  not  doubtful; 
they  must  be  kept  warm  and  their  kidneys  eased  of  their  work, 
except  that  of  filtering,  as  much  as  possible.  And  the  various 
measures  that  follow  upon  this  cannot  be  called  in  question.  Such 
cases  are  kept  in  bed,  have  sudorifics  and  hydragogue  aperients, 
and  their  diet  is  restricted  to  non-nitrogenous  matters  in  chief. 
And  perhaps  I  may  say  that  even  acute  cases  are  often  slow,  very 
slow,  in  recovery,  and  we  must  not  lose  patience  too  soon  if  the 
patient  be  on  the  mend,  however  tardy  it  may  be.  I  have  known 
this  improvement  so  slow  as  to  take  a  year,  and  yet  to  be  so  con¬ 
tinuous  as  to  be  practically  getting  well  all  that  time  and  to  have 
been  a  complete  recovery  in  the  end. 

But  what  is  the  best  treatment  for  chronic  parenchymatous 
nephritis  ?  I  see  two  classes  of  cases,  those  which  are  treated  and 
those  that  are  let  alone.  In  the  one  class  the  patient  is  kept  to 
his  bed,  is  rigidly  dieted  to  the  exclusion  of  strong  meats  and 
drinks  ;  they  are  sweated  and  purged  upon  occasion,  and  at  the 
end  of  many  weeks  or  months  they  leave  the  hospital  with  “  im¬ 
proved  ”  written  at  the  head  of  their  report.  They  are  improved, 
in  some  respects  ;  generally  the  dropsy  for  which  they  came  into 
the  hospital  is  less  or  gone,  but  the  albuminuria  is  still  much  the 
same.  Those  of  the  other  group  have  general  directions  given 
them  to  keep  themselves  warm,  to  live  sparely,  to  take  a  tonic 
and  an  occasional  aperient ;  directions  which  they  generally  attend 
to  very  little.  They  continue  their  work  all  the  time,  and  yet 
they  go  on  for  a  long  time.  And  I  find  it  difficult  to  say,  from 
the  experience  to  be  gained  in  the  wards,  that  they  could  have 
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done  "better  had  they  adopted  the  more  orthodox  plan.  It  is 
always  a  thankless  task — as  I  have  said  elsewhere — to  question 
the  value  of  any  particular  treatment  by  drugs,  for  he  who  would 
attempt  to  find  out  the  legitimate  range  of  the  effects  of  a  drug 
for  this  or  that  disease — in  that  in  so  doing  he  almost  necessarily 
circumscribes  the  range  of  action  of  the  enthusiast — will  probably 
be  said  not  to  believe  in  treatment.  But  it  is  well  to  ask  our¬ 
selves  occasionally  what  we  are  really  sure  of,  for,  unless  we  do, 
there  is  a  certainty  of  our  being  ultimately  effaced  by  routine, 
and  there  are  few  things  worse  than  that  for  the  patient.  And  I 
incline  to  think  that  routine  has  laid  too  much  hold  upon  us  in 
renal  disease.  That  we  should  study  the  individual  before  we 
attempt  to  treat  his  disease  is  true,  more  or  less,  of  all  diseases, 
but  I  believe  it  is  never  more  true  than  for  renal  disease.  For 
there  is  no  drug  of  which  we  can  say  that  it  will  “  go  for  ”  the 
inflammation ;  there  is  no  drug  that  I  know  of  that  can  be 
depended  upon  to  lessen  the  output  of  albumen.  Thus  it  is  that 
we  have  to  depend  upon  indirect  measures,  such  as  dieting, 
flushing  the  pipes,  sweating  and  purging,  and  tonics.  And  it  is  in 
just  the  reactions  to  these  measures  that  the  individualism  of  the 
patient  appears.  And  I  should  be  glad  to  hear  it  stated  on 
authority,  what  it  is  difficult  to  find  in  books,  that  even  such 
simple  measures  as  these,  valuable  as  they  are  in  their  place,  are 
measures  often  of  severity,  to  be  applied  with  judgment,  and  are 
not  to  be  distributed  like  an  advertisement  handbill  to  every  case 
of  Bright’s  disease.  Who  cannot  recall  the  memory  of  cases  where 
pulv.  jalap,  co.  has  done  unmitigated  harm  P  where  vapour  baths, 
instead  of  relieving,  have  increased  the  distress  ?  where  fluid  diet 
as  a  means  to  diuresis  has  repeatedly  upset  what  little  power  of 
digestion  remained  to  the  patient  ?  where  individualism  revolted 
at  the  upset  of  habit  P  And  I  must  confess,  for  my  own  part, 
that  for  these  chronic  cases  I  believe  that  a  too  restricted  diet  is 
far  too  generally  prescribed. 

I  cannot  say  that  I  have  seen  much  good  done  by  cutting  out  all 
meat  as  well  as  the  other  more  highly  nitrogenised  articles  from 
the  food  of  these  cases ;  and  J  think  I  have  seen  some  improve  on 
an  ordinary  mixed  diet  taken  in  moderation,  by  the  judicious  and 
watchful  use  of  stimulants,  and  by  the  administration  of  maltine 
and  cod-liver  oil ;  and  I  would  say  the  same,  although  with  far 
more  limited  application,  for  lingering  cases  of  acute  disease.  For 
cases  that  are  really  acute  I  am  a  firm  believer  in  the  alkaline 
treatment  advocated  with  special  insistence  by  Sir  William 
Roberts;  in  a  milk  diet  varied  as  much  as  possible  within  its 
limits  ;  in  prolonged  rest  and  warmth  in  bed.  Where  this  treat¬ 
ment  is  well  borne,  as  it  is  in  some  cases  even  for  many  months, 
and  the  albuminuria  is  gradually  lessening,  the  treatment  is 
obviously  doing  good,  and  there  is  no  need  to  question  its  value. 


THE  URINARY  ORGANS. 


235 


But  I  have  in  my  mind  cases  where  it  has  not  so  obviously  done 

good — where  a  milk  diet,  to  the  exclusion  of  all  other  albuminous 

articles  of  diet,  has  not  been  well  tolerated — and  I  apply  to  the 

works  written  by  the  men  of  light  and  leading,  and  I  find  no 

suspicion  of  a  suggestion  that  a  good  slice  of  red  meat  and  a  little 

stout,  or  maybe  a  glass  of  good  port,  have  in  their  experience 

ever  been  beneficial.  And,  although  it  may  be  said  that  no 

author  could  risk  his  reputation  in  legislating  for  exceptional 

cases,  I  am  inclined  to  ask  whether  such  as  I  have  alluded  to 

are  so  very  exceptional,  and  whether  for  lingering  acute  and 

chronic  cases  the  results  of  the  orthodox  treatment  are  sufficiently 

satisfactory  to  allow  of  a  rest-and-be-thankful  attitude.  In 
*/ 

talking  of  chronic  cases,  I  must  guard  myself  by  saying  that  I  am 
speaking  only  of  “chronic  parenchymatous  nephritis;”  the 
granular  kidney  would  require  distinct  and  separate  consideration, 
and  there  are  no  doubt  many  such  which  are  the  better  treated 
by  allowing  the  patient  but  a  very  limited  indulgence,  at  any  rate 
in  red  meats.  But  even  in  such  we  can  very  easily  push  a  good 
rule  too  far,  and  here,  as  in  other  cases,  the  utmost  judgment  is 
required  to  do  the  best  for  the  individual  as  well  as  for  his  disease. 

There  is  one  other  point  in  the  treatment  of  chronic  renal 
dropsy  which  is,  I  think,  often  overdone,  namely,  confinement  to 
bed.  Are  such  cases  the  better  for  being  kept  in  bed  P  I  do  not 
think  they  are ;  at  least,  the  comparison  of  the  two  classes  of 
cases  I  have  already  alluded  to  is  but  niggardly  in  showing  the 
benefit,  if  it  does  follow.  Hospital  patients  settle  this  question 
without  any  difficulty  on  our  part,  for  most  of  them  cannot  afford 
to  remain  in  the  hospital  long,  and  so  their  period  of  bed  is 
curtailed,  and  for  those  who  would  stay,  the  hospital  is  unable  to 
find  the  requisite  accommodation  for  any  but  a  limited  period. 
My  own  rule  of  practice,  therefore,  is  this:  for  all  cases  a  pre¬ 
liminary  rest  in  bed  for,  say,  two  or  three  weeks.  This  enables  us 
to  determine  the  nature  of  the  disease  and  its  probable  course ; 

but  when  once  this  has  been  determined  and  the  chronicitv  of  the 

•/ 

complaint  settled,  provided  that  the  patient  be  clad  warmly  and 
all  imprudent  exposure  guarded  against,  I  think  that  a  certain 
amount  of  exercise  is  beneficial. — British  Medical  Journal ,  May 
24,  1890,  p.  1185. 


37.— ON  THE  TREATMENT  OF  DIABETES  MELLITUS. 

By  F.  W.  Pavy,  M.D.,  LL.D.,  F.R.S. 

[Dr.  Pavy  concludes  a  paper  read  at  the  International  Medical 
Congress  (Berlin,  1890)  with  the  following  remarks  on  treatment.] 
The  class  of  case  to  which  these  remarks  apply  is  that  in  which 
the  discharge  of  sugar  is  susceptible  of  control  by  treatment,  and 
the  class  embraces  the  majority  of  the  cases  in  which  the  disease 
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sets  in  after  the  middle  period  of  life.  In  such  instances,  starting 
with  the  ingestion  of  carbohydrate,  there  follows,  briefly  summarised, 
as  a  consequence  of  the  want  of  proper  transformative  or  assimila¬ 
tive  power  within  the  system,  an  accumulation  of  sugar  in  the  blood 
attended  with  its  discharge  by  the  urine.  Accumulation  of  sugar 
in  the  blood  leads  to  the  production  of  symptoms  proportionate  in 
severity  to  the  deviation  from  the  natural  state.  The  plain  object 
before  us  is  to  reduce  this  deviation  as  far  as  is  found  to  be  possible. 

We  cannot  be  wrong  in  endeavouring  to  attain  as  close  an 
approach  to  natural  conditions  as  circumstances  permit.  If  the 
chemistry  could  be  set  right,  and  sugar  be  prevented  reaching  the 
general  circulation,  the  disease  would  be  removed  ;  but  it  may  not 
be  possible  to  restore  the  transformative  or  assimilative  power  which 
has  become  impaired  or  lost,  and  then  the  only  way  of  arriving  at 
what  is  wanted  is  to  withhold  from  introduction  into  the  system 
the  alimentary  principles  which,  owing  to  failure  of  power  to 
properly  dispose  of  them,  cannot  be  of  service,  and  which,  by  lead¬ 
ing  to  the  passage  of  sugar  through  the  system,  establish  an  unnatural 
condition  and  thereby  inflict  positive  harm. 

As  long  as  the  passage  of  sugar  through  the  system  is  prevented 
no  harm  takes  place.  In  the  course  of  all  my  experience  in  diabetes 
I  have  never  known  anything  serious  to  arise  as  a  part  of  the  disease 
so  long  as  the  urine  has  been  kept  free  from  sugar.  There  is  nothing 
in  fact  to  form  the  source  of  trouble,  seeing  that  there  is  not  the 
abnormal  presence  of  sugar  in  the  circulation  to  occasion  deviation 
from  the  healthy  state.  On  the  other  hand,  when  sugar  is  passing 
through  the  system,  and  the  remark  applies  in  proportion  to  the 
amount  passing  through,  not  only  are  there  to  be  observed  the 
symptoms  ordinarily  consequent  thereon,  but  a  constant  state  of 
insecurity  exists,  from  the  danger  of  the  supervention  of  the 
serious  issues  known  to  follow  upon  the  disease.  Moreover,, 
with  the  unnatural  state  occasioned  by  the  presence  of  sugar, 
nutritive  action  is  not  carried  on  in  such  a  manner  as  to  properly 
maintain  the  general  strength.  As  a  consequence,  the  general 
power  becomes  sapped  or  prematurely  exhausted,  and  the  system 
weakened  and  rendered  less  able  to  resist  the  effect  of  pernicious 
influences.  Such  is  not  the  position  when  sugar  is  not  similarly 
traversing  the  system.  Indeed  there  is  nothing  to  render  the  state 
essentially  different  from  that  ordinarily  existing. 

The  contrast  between  the  two  conditions — that  is,  where  sugar  is 
allowed  to  abnormally  exist  in  the  system,  and  where  it  is  prevented 
from  doing  so — is  well  shown  in  cases  where  the  disease  has  run 
on  for  some  time  without  being  recognised,  and  is  subsequently 
controlled  by  dietetic  treatment.  What  will  be  observed  in  such 
instances  will  be  a  gradually  advancing  impairment  of  health  and 
increasing  severity  of  the  symptoms  of  the  disease,  and  it  is  right  to 
^assume  that  progress  in  the  same  direction  would  run  on,  and  the 
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patient  grow  worse  and  worse,  if  tlie  condition  continued  to  be  left  to 
itself.  Whilst  matters  are  thus  proceeding  it  happens,  say,  that  the 
existence  of  the  disease  becomes  recognised,  and,  if  the  case  be  such 
that  the  sugar  is  susceptible  of  being  removed  from  the  urine  by  the 
exclusion  of  the  carbohydrate  principles  from  the  food,  and  this 
exclusion  be  carried  out,  this  alone  will  suffice,  not  only  to  check 
the  downward  progress  occurring,  but  to  bring  back  health  and 
strength  to  the  patient. 

The  first  consideration,  therefore,  in  the  treatment  is  to  control 
by  dietetic  measures  the  passage  of  sugar  through  the  system.  The 
real  point,  however,  to  be  aimed  at,  is  to  restore  the  assimilative 
power  over  the  carbohydrate  elements  of  food,  and  until  this  has 
been  accomplished  it  cannot  be  said  that  a  cure  has  been  effected, 
but  only  that  the  disease  is  held  in  subjection  and  prevented,  as 
long  as  the  condition  can  be  maintained,  from  leading  on  to  an 
unfavourable  issue.  What  most  conduces  to  this  desired  restora¬ 
tion  of  assimilative  power  is  the  maintenance  of  a  normal  state  of 
the  system  by  keeping  it  free  from  the  passage  of  sugar  through  it, 
and  in  this  way  bringing  a  healthy  condition  of  body  to  bear  in 
helping  to  promote  a  removal  of  the  faulty  state. 

According  to  my  own  experience,  opium  and  its  derivatives, 
codeine  and  morphine,  are  the  medicinal  agents  which,  more  than 
any  others  that  1  know  of,  assist  in  the  actual  cure  of  the  disease, 
by  which  I  mean  a  restoration  of  the  assimilative  power  which  has 
been  impaired.  The  influence  of  these  agents  may  be  witnessed 
in  cases  where  the  sugar  has  been  brought  down  by  diet  to  a  certain 
point,  but  is  unsusceptible  of  entire  removal  from  the  system  by 
dietetic  treatment  alone.  The  complete  removal  may  then  be  some¬ 
times  observed  to  follow  the  subsequent  administration  of  the  drug, 
showing  that  the  medicinal  agent  has  acted  in  the  direction  of 
exerting  a  restraining  influence  over  the  abnormal  production  and 
elimination  of  sugar. 

When  cases  of  a  favourable  nature,  that  is,  cases  occurring  above 
the  middle  period  of  life,  are  treated  by  these  combined  measures, 
and  the  treatment  is  steadily  carried  on  for  some  time,  it  is  a  matter 
of  common  observation  that  the  system  of  the  patient  becomes  able 
to  tolerate  a  certain  amount  of  carbohydrate  food,  without  its  leading 
to  the  elimination  of  sugar.  Often,  with  strict  observance  of  the 
required  treatment,  the  assimilative  power  is  found  to  become  so  far 
re-established  that  a  fair  amount  of  the  carbohydrate  principles,  or 
even  an  ordinary  diet,  may  be  taken  without  leading  to  the  elimina¬ 
tion  of  sugar.  When  this  is  the  case,  carbohydrate  principles, 
according  to  the  extent  found  to  be  tolerated,  may  be  taken  without 
occasioning  harm  ;  but  the  object  is  to  keep  below  the  point  at 
which  the  escape  of  sugar  takes  place,  and  when  this  is  done 
.actual  benefit,  instead  of  injury,  is  derived  therefrom. 

Here  I  may  refer  to  the  aid  afforded  by  the  quantitative  testing 
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of  the  urine.  It  is  absolutely  essential,  I  consider,  in  the  manage¬ 
ment  of  a  case,  to  possess  the  knowledge  thus  supplied,  not  only  for 
the  purpose  of  regulating  the  treatment  according  to  the  progress 
made,  but  also  for  keeping  a  check  upon  the  manner  in  which  the 
directions  given  are  being  carried  out.  When  in  a  case  it  is  found 
to  happen  that  the  assimilative  power  has  been  restored,  it  is  permis¬ 
sible  to  consider  that  an  actual  cure  has  been  effected ;  but  it  is 
always  requisite  to  bear  in  mind  that  a  weak  point  has  existed,  and 
that  it  is  advisable  to  avoid  unduly  taxing  a  power  which  has 
previously  given  evidence  of  being  at  fault. — Medical  Press  and 
Circular,  Aug.  20,  1890,  p.  176. 


38.— A  SIMPLE  METHOD  FOR  ESTIMATING  UREA. 

By  0.  W.  Heaton,  F.I.C.,  F.C.S.,  and  S.  A.  Vasey,  A.I.C., 
F.O.S.,  Charing-Cross  Hospital,  London. 

Several  years  ago  it  was  suggested  to  us  by  some  of  our  former 
pupils  that  it  would  be  convenient  if  a  system  could  be  devised  by 
which  urea  could  be  estimated  easily,  rapidly,  and  accurately 
without  specially  constructed  apparatus.  The  hypobromite  method 
gives  results  which  are  quite  correct  enough  for  clinical  purposes, 
and  several  forms  of  apparatus  of  great  convenience  and  simplicity 
have  been  devised  for  its  execution.  The  latest  and  perhaps  the 
simplest  is  that  of  Doremus,  recently  advocated  by  Dr.  Cruise,  of 
Dublin.  (Vide  Retrospect,  vol.  ci,  p.  74.) 

There  is  no  difficulty  in  using  any  of  the  instruments  which 
have  been  recommended,  and  it  is  probable  that  physicians  will 
prefer  to  employ  some  one  of  them  when  it  is  accessible.  But 
such  instruments  are  not  always  accessible,  and.  are  easily  broken 
and  it  is  in  any  case  desirable  that  the  medical  practitioner  who 
chances  to  have  no  apparatus  at  his  command  except  the  ordinary 
weights  and  measures  of  pharmacy  shall  be  able,  without  trouble 
or  loss  of  time,  to  make  satisfactory  estimations  of  urea.  In 
the  system  arranged  by  us  in  1884,  and  now  for  the  first  time 
described  in  print,  absolute  accuracy  is  not  aimed  at,  but  the 
maximum  error  of  calculation  is  so  minute  as  to  be  quite  lost  in  the 
greater  errors  due  to  variations  of  temperature  and  pressure,  and 
to  imperfect  measurement  which  are  incidental  to  any  rapid  pro¬ 
cess  which  depends  on  the  measurement  of  the  nitrogen  and 
expelled  by  alkaline  hypobromite.  It  is  well  known  that  this 
nitrogen  amounts  approximately  to  92  per  cent,  of  the  total 
nitrogen  of  urea. 

The  apparatus  required  is  of  the  simplest  character.  In  addition 
to  the  ordinary  pharmaceutical  measures,  all  that  is  really  neces¬ 
sary  is  a  thistle-headed  acid  funnel,  about  one  foot  of  glass  tubing 
and  a  couple  of  bottles.  It  is  well  to  assume  that  no  other  appli¬ 
ances  are  available.  The  reagents  are  bromine  and  caustic  soda. 
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The  following-  arrangements  are  made : — 1.  An  eight-ounce 
"bottle  of  any  form  is  fitted  with  a  thistle-funnel  and  bent  glass 
delivery  tube,  as  though  for  the  preparation  of  hydrogen.  The 
lower  end  of  the  funnel  should  be  bent  upwards,  like  a  small  hook, 
to  prevent  gas  from  passing  up  it.  2.  A  small  basin  or  breakfast 
cup  may  be  used  as  a  pneumatic  trough,  a  four-ounce,  or  larger, 
bottle  of  any  form  being  filled  with  water  and  inverted  in  it  in  such 
a  manner  that  the  end  of  the  gas  delivery  tube  can  readily  be 
brought  under  the  mouth  of  the  bottle.  3.  A  40  per  cent,  solu¬ 
tion  of  good  commercial  caustic  soda  is  prepared.  For  example, 
half  a  pound  avoirdupois  of  soda  may  be  dissolved  in  water 
and  when  cold  diluted  to  one  pint. 

The  analytical  process  is  as  follows: — 1.  Into  the  gas  generator 
is  poured  by  means  of  the  funnel  one  fluid  drachm  of  bromine 
washed  in  by  ten  fluid  drachms  of  the  soda  solution.  The 
generator  may  then  be  immersed  in  cold  water,  and  the  inverted 
bottle  of  water  placed  over  the  end  of  the  delivery  tube.  2.  Two 
fluid  drachms  of  urine,  very  carefully  measured,  are  added 
and  washed  in  by  exactly  one  fluid  drachm  of  water.  The  three 
fluid  drachms  so  added  will  of  course  cause  an  equal  volume  of  air 
to  pass  into  the  receiving  bottle.  This  is  allowed  for  in  the 
appended  table.  The  generator  is  gently  shaken  ;  brisk  efferves¬ 
cence  takes  place,  and  gas  equal  in  volume  to  the  liberated 
nitrogen  is  collected  in  the  receiver.  The  generator  should  be 
kept  as  nearly  as  possible  at  the  temperature  of  the  air.  3.  When 
the  evolution  of  gas  ceases,  the  receiver  is  removed  from  the  basin 
by  means  of  the  thumb  or  a  glass  plate  and  placed  mouth  upwards 
on  the  table.  It  is  now  only  necessary  to  measure  in  minims  the 
quantity  of  water  required  to  fill  it.  After  deducting  180  (which 
may  be  taken  as  200)  minims  due  to  the  air  displaced  by  the  urine, 
each  100  minims  of  water  added  represent  0‘25  per  cent,  of  urea  in 
the  urine  examined.  If  the  urine  contains  more  than  3  per  cent, 
of  urea,  it  is  best  to  dilute  it  with  an  equal  volume  of  water  before 
making  the  determination. 

The  following  table  gives  the  percentage  of  urea  corresponding 
to  the  volume  of  gas  liberated,  as  shown  by  the  quantity  of  water 


required  to  fill 
Minims  of 

the  bottle  : — 
Percentage. 

Minims  of 

Percentage 

water  required. 

of  urea. 

water  required. 

of  urea. 

200  . . 

. .  o-oo 

900  . . 

. .  1-75 

300  . . 

. .  0-25 

1000  . . 

. .  2-00 

400  .  . 

. .  0-50 

1100  . . 

. .  2-25 

500  . . 

. .  0-75 

1200  . . 

.  .  2-50 

600  . . 

. .  1-00 

1300  . . 

. .  2-75 

700  . . 

. .  1-25 

1400  . . 

. .  3-00 

800  . . 

..  1*50 

Lancet ,  May  10, 1890,  p.  1011 . 
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39.— ON  THE  PROTEIDS  OCCURRING  IN  THE  URINE  IN  THE 
VARIOUS  FORMS  OF  ALBUMINURIA. 

[Dr.  Noed  Paton,  (British  Medical  Journal,  July  26,)  draws  the 
following  Conclusions  from  experiments  performed  by  Drs.  Douglas 
and  Mackenzie  at  the  laboratory  of  Surgeons’  Hall,  Edinburgh.] 

1.  Senator  was  right  in  the  conclusion  that,  in  all  cases  of  albu¬ 
minuria,  both  the  chief  proteids  of  the  blood  plasma  are  present. 

2.  The  proportions  of  serum-albumin  and  serum-globulin  may 
vary  within  wide  limits,  the  quotient  of  the  amount  of  serum- 
albumin  divided  by  the  amount  of  serum-globulin  being  some¬ 
times  as  low  as  O' 6,  sometimes  as  high  even  as  39. 

3.  In  acute  nephritis,  when  blood  is  absent  the  quotient  is  high. 
When  haemoglobin  is  present,  the  globulin  is,  of  course,  in  excess. 

4.  As  the  disease  becomes  more  chronic  the  quotient  sinks,  and 
in  the  terminal  stages  of  the  disease  may  sink  as  low  as  0  6.  This 
alteration  depends  upon  the  condition  of  the  patient  rather  than 
upon  the  state  of  the  kidney,  and  is  probably  related  to  a  similar 
change  in  the  blood  plasma. 

5.  Amyloid  disease  cannot  be  distinguished  from  the  ordinary 
forms  of  chronic  nephritis  by  the  high  proportion  of  serum- 
globulin  as  was  formerly  maintained  by  Senator. 

6.  Maguire’s  suggestion  that  functional  albuminuria  is  chara 
terised  by  the  high  proportion  of  serum-globulin  is  not  correct. 

7.  In  every  case  the  proportion  of  the  proteids  to  one  another 
varies  much  in  the  course  of  the  day,  and  in  comparing  the 
proportion  of  these  proteids  in  different  cases  it  is  necessary  to 
examine  specimens  of  the  mixed  urine  of  the  twenty-four  hours, 
and  to  take  into  account  the  nature  of  the  diet. 

8.  The  proportion  of  serum-globulin  is  always  highest  during 
the  night.  It  falls  greatly  after  breakfast,  when  it  reaches  its 
lowest  point  in  the  twenty-four  hours.  In  most  cases  it  again 
rises  in  the  evening.  The  precise  connection  of  the  alteration 
in  this  proportion  with  the  taking  of  food  cannot  be  considered  as 
definitely  settled. 

9.  Milk  diet,  as  observed  by  Lecorche  and  Telamon,  has  a  pecu¬ 
liar  effect  in  increasing  the  proportion  of  serum-albumin. 

10.  The  amount  of  proteids  passed  appears  to  bear  a  tolerably 
direct  proportion  to  the  amount  of  proteids  taken,  and,  excluding 
milk  diet,  the  increase  of  the  proteids  in  the  urine  on  a  diet  rich 
in  these  substances  appears  to  be  chiefly  due  to  an  increase  in  the 
serum-albumin. 

11.  The  variations  in  the  proportion  of  the  albumin  to  the 
globulin  in  the  urine  is  frequently  so  great  that  we  can  hardly 
believe  that  it  is  connected  with  a  similar  change  in  the  plasma. 
The  few  experiments  we  have  performed  would  suggest  that  a  high 
pressure  favours  the  transudation  of  serum-albumin,  while  a  low 
pressure  increases  the  proportion  of  globulin  transuded. 
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40.— ON  THE  SKEWER  METHOD  OF  PREVENTING  HEMOR¬ 
RHAGE  DURING  OPERATIONS. 

By  Brig. -Surgeon  K.  McLeod,  A.M.,  M.D.,  F.R.C.S.E., 
Professor  of  Surgery,  Calcutta  Medical  College. 

In  June,  1867,  I  undertook  the  formidable  operation  of  removing 
the  right  upper  extremity,  including  the  scapula  and  outer  third 
of  the  clavicle,  of  a  boy  aged  about  two  years,  on  account  of  an 
•enormous  malignant  growth  implicating  the  arm  from  the  shoulder 
to  the  elbow,  and  exceeding  in  circumference  the  girth  of  the  body. 
This  was  before  the  days  of  elastic  cords  and  pressure  forceps,  when 
the  tourniquet,  and  in  rare  instances  preliminary  ligation  of  the  main 
artery,  were  the  only  known  means  of  saving  blood  in  operating. 
The  early  steps  of  the  amputation,  as  recorded  at  the  time,  were  as 
follows  :  “  The  patient  having  been  put  under  chloroform,  I  took  a 
semilunar  flap  from  the  front  of  the  armpit  and  shoulder,  and  cut 
down  at  once  through  the  pectoralis  major  and  minor  on  the 
axillary  vessels.  The  artery  was  immediately  secured  with  a 
ligature  ;  but,  the  vein  discharging  copiously  and  a  large  branch 
(the  acromial)  which  had  been  divided  close  to  the  trunk  bleeding 
actively,  I  passed  a  long  needle  through  the  skin  under  the  vessels 
and  thrust  the  point  outwards  and  upwards  so  as  to  rest  on  the 
clavicle.  This  expedient  completely  and  at  once  stopped  all  bleed¬ 
ing.”  The  operation  was  then  completed  as  quickly  as  possible 
without  much  hemorrhage,  and  the  vessels  secured  without  delay. 
The  loss  of  blood  must,  however,  have  been  very  considerable,  and 
was  probably  the  principal  cause  of  the  death  of  the  little  patient 
by  shock  shortly  after  the  completion  of  the  operation.  The 
-expedient  adopted  in  this  case  was  simply  acupressure. 

In  September,  1880,  a  Hindoo,  aged  forty-five,  presented  himself 
at  the  Medical  College  Hospital  with  a  huge  cyst  in  his  left  axilla 
•containing  venous  blood.  It  had  developed  in  the  course  of  two 
months,  and  measured  twelve  inches  in  transverse  and  eight  inches 
■in  vertical  diameter.  The  operation  for  its  removal  was  described  in 
these  terms  in  a  paper  read  at  the  Calcutta  Medical  Society:  “The 
operation  wasperformed  by  Dr.  McLeod  under  chloroform  and  strict 
antiseptic  precautions  on  Sept.  19th,  1880.  The  axillary  vessels  were 
controlled  by  a  new  method.  Wood’s  hernia  needle  was  pushed  in 
from  the  inner  border  of  the  left  coracoid  process  beneath  the  axillary 
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vessels  and  brachial  plexus,  and  made  to  emerge  below  the  clavicle- 
about  an  inch  and  a  half  from  its  sternal  extremity.  Six  catgut 
threads  forming  a  loop  at  one  end  were  drawn  through  the  track 
of  the  needle  by  its  withdrawal.  Their  ends  were  then  passed 
through  the  loop  and  tightened  over  a  pad  of  carbolic  gauze.  The 
radial  pulse  disappeared,  and  reappeared  on  loosening  the  loop.. 
An  elastic  cord  was  tied  round  the  upper  third  of  the  arm  to  prevent 
venous  bleeding.  The  circulation  having  been  thus  commanded, 
the  tumour  was  exposed  by  a  T-shaped  incision,  the  horizontal 
limb  being  parallel  to  the  lower  border  of  the  pectoralis  major  and  the 
vertical  at  right  angles  to  it  from  its  middle  to  the  inferior  angle- 
of  the  scapula.  The  tumour  was  easily  exposed.  It  was  found  to- 
present  a  bluish  tint,  and  to  be  easily  separable  from  the  surround¬ 
ing  tissues.  It  was  rapidly  enucleated,  but  its  posterior  wall  being 
weaker  gave  way  during  this  process,  and  a  great  gush  of  venous 
blood  took  place.  Its  deep  attachments  were  now  sought,  tied  by 
catgut  threads,  and  divided.  The  principal  of  these  attachments 
was  found  at  the  apex  of  the  axilla,  and  on  its  division  (after 
preliminary  ligature)  it  was  found  that  the  axillary  vein  had  been 
cut  across.  The  distal  orifice  of  this  vessel,  which  emitted  a  little 
blood,  was  tied  with  catgut,  as  also  that  of  the  subscapular- 
vein.  The  tumour  was  now  removed.  It  was  found  to  extend  as 
far  back  as  the  vertebral  border  of  the  scapula  between  the 
subscapularis  and  serratus  magnus  muscles.  Its  removal  had 
necessitated  a  complete  dissection  of  the  axilla.  The  loop  was 
gradually  relaxed,  and  a  few  arterial  points  secured.  It  was  felt 
from  the  inside  of  the  wound,  and  left  in  situ  for  a  few  days  in  case 
of  secondary  hemorrhage.  The  radial  pulse  returned.  The  wound 
was  stitched,  drainage-tubes  inserted,  and  an  antiseptic  dressing 
applied.”  The  patient  made  an  excellent  recovery,  and  Professor 
McConnell,  who  examined  the  tumour,  found  that  its  cavity  was 
lined  with  epithelium,  and  communicated  with  the  axillary  vein  by 
an  opening  “  capable  of  admitting  the  little  finger.”  He  pronounced 
the  cyst  to  be  “  an  aneurysmal-like  expansion  from  the  axillary 
vein,  and  not  an  adventitiously  formed  cyst.”  The  plan  so 
successfully  resorted  to  in  this  remarkable  case  may  be  described  as 
a  “  temporary  percutaneous  ligation  ”  of  the  axillary  vessels.  A 
similar  plan  is  recommended  by  Professor  Spence  for  employment 
in  the  removal  of  large  scrotal  tumours  ;  but,  as  I  shall  show  in  a 
future  paper,  more  easy  and  effective  methods  have  been  devised 
for  this  purpose. 

The  same  device  which  had  proved  so  efficient  in  the  case  of 
hsematoma  was  resorted  to  in  July,  1883,  in  an  amputation  of  the 
right  upper  extremity  (including  the  scapula  and  part  of  the  clavicle) 
for  a  large  sarcoma  of  the  arm  and  shoulder  in  a  lad  of  twenty.  It 
was  found,  however,  that  the  vessels  were  displaced  backwards  by 
an  extension  of  the  tumour  into  the  axilla,  and  that  the  loop  passed 


AFFECTIONS  OF  BONES,  JOINTS,  ETC. 


243 


in  front  of  them  instead  of  behind  them.  Fortunately,  an  elastic 
cord  had  been,  for  additional  security,  wound  round  the  shoulder, 
and  the  large  vessels  were  secured  by  Spencer  Wells’  forceps  before 
much  loss  had  taken  place.  The  failure  of  the  loop  in  this  instance 
suggested  the  idea  of  passing  a  skewer  behind  the  vessels  from  the 
neck  and  compressing  them  against  it  by  an  elastic  cord,  but  I  had 
no  opportunity  of  trying  the  plan.  In  1885,  while  on  furlough,  T 
had  the  satisfaction  of  seeing  the  thing  done  by  Mr.  Joseph  Bell  in 
a  case  of  amputation  of  the  left  upper  extremity  (including  the 
scapula  and  part  of  the  clavicle)  for  a  large  sarcoma  of  the  shoulder,. 
The  suggestion  came  from  Professor  John  Ohiene,  who  invented 
an  instrument  for  the  purpose.  It  was  a  long,  flat,  slightly  curved 
rod,  pointed  at  one  end,  and  it  was  entered  at  the  base  of  the 
posterior  triangle  of  the  neck,  passed  behind  the  clavicle,  vessels, 
and  nerves,  along  the  inner  wall  of  the  axilla,  and  brought  out  near 
the  anterior  fold  of  that  cavity.  A  strong  rubber  cord  was  looped 
round  the  ends  of  the  skewer,  after  the  manner  of  a  twisted  suture. 
The  amputation  was  almost  bloodless,  and  the  boy  made  an  excellent 
and  speedy  recovery.  This  brilliant  case  impressed  me  greatly,  and 
I  determined  to  adopt  the  skewer  plan  whenever  a  suitable 
opportunity  occurred. 

On  Dec.  27th,  1889,  a  middle-aged  man  was  admitted  into  the 
Medical  College  Hospital  with  an  immense  malignant  tumour  of 
the  left  mammilla.  The  circumference  of  its  base  measured  23|  in. 
It  moved  freely  on  the  chest  wall,  and  the  axillary  glands  were  not 
enlarged.  The  skin  wras  stretched  tightly  over  it,  and  was  exten¬ 
sively  implicated,  and  numerous  large  vessels  approached  it  from 
every  side,  and  formed  a  reticulation  on  its  surface.  Anticipating 
very  free  hemorrhage,  I  determined  to  endeavour  to  control  it  by 
means  of  a  skewer  and  an  elastic  cord.  I  procured  four  packing 
needles  eight  inches  long,  made 
eight  punctures  in  pairs  at  the  four 
poles  of  the  tumour,  passed  the 
needles  through  these  in  the  loose 
cellular  tissue  between  the  base 
of  the  tumour  and  chest  wall,  so 
that  their  ends  crossed,  and  wound 
an  elastic  cord  lightly  round  these 
eight  ends.  The  arrangement 
is  shown  in  the  accompanying 
sketch  of  a  model  made  with  paper, 
pins,  and  silk.  The  effect  of 
the  adjustment  was  in  the  first 
instance  to  render  the  tumour 
prominent,  stretch  the  skin  tightly  over  it,  and  contract  its  base. 
W  hen  the  incisions  were  made  the  flaps  slid  down,  and  a  few  touches 
of  the  knife  sufficed  to  reflect  them.  As  the  tumour  was  removed 
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the  elastic  circle  grew  smaller,  and  the  wound  measured  only 
about  3  in.  in  diameter  on  detachment  of  the  growth.  There  was 
no  bleeding  during  or  after  the  operation  except  what  came  from 
the  tumour,  and  from  a  vessel  which  entered  its  base  from  between 
two  ribs,  and  was  speedily  secured  by  forceps.  The  elastic  cord 
was  gradually  loosened,  and  the  vessels  seized  and  tied  as  they 
became  apparent.  Not  fewer  than  100  points  had  to  be  ligatured, 
and  the  wound  finally  gaped  to  the  extent  of  about  two  inches. 
The  edges  of  the  fiaps  came  together,  but  the  stitches  dragged  after 
a  few  days,  and  the  central  portion  healed  by  granulation.  The 
flaps  retained  their  vitality  except  at  one  point,  where  a  deep 
stitch  caused  excessive  tension.  The  punctures  healed  readily,  and 
the  progress  of  the  case  has  been  quite  satisfactory.  A  curious 
incident  occurred  during  convalescence.  On  the  15th  of  January 
an  enlarged  elastic  gland^was  observed  in  the  axilla.  It  was  removed 
on  the  16th  and  found  to  be  converted  into  a  mass  of  cavities 
containing  clear  serous  fluid.  When  one  cavity  was  pricked  the 
serum  escaped,  and  the  mass  collapsed.  The  tumour  weighed  88 
ounces,  and  was  found  by  Dr.  J.  B.  Gibbons  to  be  an  alveolar 
sarcoma.  This  combination  of  transfixion  with  elastic  compression 
is  likely  to  be  of  service  in  many  cases  where  the  elastic  cord  cannot 
be  conveniently  or  effectively  applied  externally,  and  requires  some 
additional  contrivance  to  retain  it  in  situ.  I  observe  that  it  has  been 
recommended  by  Mr.  Thomas  Myles,  of  the  Jervis  Street  Hospital, 
and  employed  successfully  in  amputating  at  the  hip-joint  by  Dr.  R. 
J.  Garden,  of  Aberdeen.  Mr.  Joseph  Bell,  of  Edinburgh,  taught 
me  to  transfix  the  corpora  cavernosa  with  a  needle  and  apply  an 
elastic  ligature  above  it  in  amputating  the  penis,  and  I  have  repeatedly 
practised  this  plan  with  advantage. — Lancet ,  April  19,  1890,  p.  847. 


41.— NOTES  ON  ONE  HUNDRED  CONSECUTIVE  CASES 

OF  OSTEOTOMY. 

By  Robert  Hagyard,  M.  R.C.S.,  Surgeon  to  the  Hull,  East 
Riding,  and  North  Lincoln  Orthopaedic  Hospital. 

In  publishing  one  hundred  consecutive  cases  of  osteotomy,  I  do 
not  desire  to  offer  anything  very  new  in  the  way  of  treatment, 
but  merely  to  place  on  record  a  few  facts  connected  with  this 
great  department  of  modern  surgery,  and  to  show  the  great  suc¬ 
cess  that  may  attend  cases  treated  in  apparently  unfavourable 
surroundings.  The  deformity  in  nearly  every  case  has  resulted 
from  rickets,  and  the  degree  of  deformity  has  been  chiefly  brought 
about  by  parental  neglect.  The  age  of  the  cases  operated  on 
varied  between  nine  months  and  forty-one  years.  Two  children, 
aged  respectively  nine  and  thirteen  months,  were  operated  on  for 
deformity  the  result  of  fractured  femur,  evidently  caused  at  birth, 
but  which  was  never  discovered  till  the  femur  had  united  and 
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caused  marked  bending  of  the  thigh  and  eversion  of  the  leg. 
With  but  few  exceptions,  all  the  cases  were  treated  and  operated 
on  at  the  patients’  homes,  some  of  them  in  dingy  courts  and  alleys. 
Where  the  patients  have  been  operated  on  in  hospital,  they  have 
only  remained  for  a  few  days,  and  have  then  been  carefully  trans¬ 
ferred  home  on  stretchers  by  trained  bearers.  When  I  first  com¬ 
menced  this  series  of  cases,  the  Hull  Orthopaedic  Hospital  possessed 
no  beds ;  it  was  merely  an  out-patient  hospital.  Consequently  the 
patient’s  home  was  the  only  available  place  for  operating,  and  it 
is  only  the  later  cases  that  have  been  done  in  hospital  since  beds 
have  been  established.  In  spite  of  the  apparent  unhealthy  sur¬ 
roundings  of  the  patients’  homes,  not  a  single  case  of  septicaemia 
occurred,  and  not  a  single  fatal  result  from  any  cause  has  to  be 
recorded.  Bony  union  was  in  every  case  obtained  without  any 
difficulty.  Two  accidents  happened — viz.,  the  breaking  of  the 
chisel  on  two  different  occasions.  In  one  case — that  of  a  man 
aged  twenty  years — one-eighth  of  an  inch  of  the  end  of  the  chisel 
was  left  behind,  after  cutting  through  the  femur  ;  this  was  never 
found,  but  it  gave  rise  to  a  troublesome  abscess  afterwards,  the 
case  ultimately  doing  well.  In  another  case — that  of  a  girl  aged 
seventeen  years — whilst  removing  a  wedge  from  the  tibia  for 
extreme  anterior  curvature,  a  similar  piece  snapped  off ;  this 
caused  no  inconvenience,  as  the  wound  healed  well  and  quickly  ; 
but  the  piece  of  chisel  was  never  found.  Chloroform  was  the 
anaesthetic  used  for  children,  ether  that  for  the  cases  exceeding 
twelve  years.  The  limbs  were  rendered  bloodless  by  Esmarch’s 
bandage,  and  Macewen’s  chisels  were  used.  An  ordinary  joiner’s 
mallet  was  used  in  preference  to  the  small  boxwood  ones  generally 
sold,  less  blows  being  required  to  nearly  sever  the  bone,  the  frac¬ 
ture  being  afterwards  completed  by  manual  force.  In  the  genu 
valgum  cases  Beeves’  diaphysial  operation  was  adopted  through¬ 
out.  In  one  case  of  extreme  genu  valgum  occurring  in  a  man 
aged  forty-one  years,  I  adopted  the  suggestion  kindly  offered  me 
by  Mr.  Beeves,  and  removed  a  wedge-shaped  piece  from  the  outer 
side  of  the  femur,  as  these  cases  in  adults  invariably,  with  the 
simple  linear  osteotomy,  present  great  bulging  on  the  outer  side  of 
the  thigh.  In  all  cases  where  simple  division  of  the  bone  was 
done,  an  opening  just  sufficient  to  admit  the  chisel  only  was  made. 
A  simple  pad  of  McGill’s  salicylic  silk  was  used  as  the  dressing 
throughout,  iodoform  being  dusted  over  the  wound,  the  wound 
being  closed  by  chromic  gut.  The  sponges  and  the  wound  wem 
invariably  washed  out  with  a  weak  solution  of  u  Kingzett’s 
Bactericide,”  which  is  an  acid  5  per  cent,  solution  of  corrosive 
sublimate.  This  I  have  found  a  very  satisfactory  and  convenient 
antiseptic,  as  it  mixes  without  precipitation  the  hardest  of  waters. 
As  a  rule,  the  first  dressing  has  been  sufficient,  but  where  a  wedge- 
shaped  piece  of  bone  has  been  removed  I  have  sometimes  found 
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"three  or  four  dressings  were  required.  If  the  dressing  he  smeared 
with  a  little  glycerine  and  carbolic  acid  on  the  surface  next  the 
wound,  it  will  be  found  to  prevent  the  material  caking,  as  it  some¬ 
times  does  when  there  has  been  oozing  of  blood.  This  hardened 
condition  of  the  dressing  frequently  sets  up  some  irritation  of  the 
skin.  The  100  cases  were  made  up  of  thirty-two  bow  legs,  treated 
by  simple  transverse  incision ;  ten  cases  of  extreme  anterior  curva¬ 
ture  of  tibia  treated  by  removing  a  wedge-shaped  piece ;  forty-five 
cases  of  double  genu  valgum;  and  nine  of  single  genu  valgum, 
treated  by  Reeves’  diaphysial  incision ;  two  cases  of  badly  united 
fracture  of  the  thigh  in  infancy;  another  case  where  both  thighs 
and  both  legs  were  fractured,  wedge-shaped  pieces  being  removed 
from  the  tibiae  ;  and,  lastly,  a  case  where  no  less  than  six  com¬ 
pound  fractures  were  made.  This  last  case  was  the  worst 
deformity  I  ever  saw,  the  boy,  aged  eleven  years,  being  an  object 
of  pity  to  everybody  who  saw  him.  I  first  commenced  this  case 
by  fracturing  both  thighs,  removing  small  wedges,  and  at  the  same 
sitting  doing  simple  osteotomy  at  the  upper  third  of  the  tibiae. 
Two  months  afterwards  I  again  divided  the  tibiae,  removing 
wedge-shaped  pieces  at  the  junction  of  the  middle  and  lower 
third.  The  case  did  remarkably  well,  and  the  boy  is  now  walking 
about  earning  his  living,  to  outward  appearance  showing  no  signs 
that  he  had  ever  been  deformed.  I  am  sorry  I  cannot  publish 
with  this  paper  a  photograph  of  his  condition  before  operation.  I 
had  a  photograph  taken,  but  the  friend  who  took  it  died  before  he 
had  printed  any,  and  I  was  never  able  to  obtain  the  negative  after 
his  death.  After  operation,  and  when  the  bones  were  firmly 
united,  my  cases  have  generally  worn  a  cheap  and  light  steel  sup¬ 
port  on  the  outer  side  of  the  limb ;  this  is  necessary  in  many  cases, 
as  there  is  sometimes  a  tendency,  where  the  child  is  living  in 
unhealthy  surroundings  and  gets  insufficient  food,  for  the 
deformity  to  reappear.  Leg  irons  suitable  for  the  after-treatment 
of  osteotomy  can  be  obtained  for  very  little  money,  and  at  prices 
within  reach  of  the  poorest.  In  supplying  leg  irons,  either  after 
osteotomy  or  for  rickety  legs  without  operation,  I  insist  on  the 
patient  coming  up  for  examination  at  least  once  in  three  weeks. 
There  are  always  small  details  that  require  attention,  such  as  loose 
rivets,  straps  require  tightening.  The  machine  wants  lengthening 
as  the  child  grows,  and  some  mothers  are  just  as  careless  in  putting 
on  leg  irons  as  they  are  in  dressing  their  children.  All  these  little 
details,  if  neglected,  militate  against  a  good  cure  being  effected. 

During  the  period  occupied  in  the  treatment  of  this  series 
cases,  a  still  larger  number  of  a  lesser  degree  of  deformity  have 
been  cured  by  splints,  bandaging,  surgical  appliances,  and  other 
means  of  a  milder  character  than  osteotomy.  Amongst  the  milder 
means,  I  may  mention  the  great  assistance  and  the  shortened 
■duration  of  treatment  to  be  obtained  from  forcible  attempts  at 
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straightening  under  chloroform.  I  have  been  in  the  habit  of 
giving  chloroform  once  a  week  to  these  cases,  and  then  carefully 
applying  well-padded  splints.  It  is  astonishing  what  a  change 
can  be  effected  in  the  contour  of  a  deformed  limb  by  a  few  weeks 
of  this  treatment. — Lancet,  June  14,  1890,  1297. 


42.— ON  A  NEW  METHOD  OF  MAKING  PLASTER  SPLINTS, 
MORE  ESPECIALLY  FOR  THE  TREATMENT 
OF  FRACTURES  OF  THE  LEG. 

By  Alex.  G.  R.  Foulerton,  Resident  Assistant  Surgeon  to  St. 

Bartholomew’s  Hospital,  Chatham. 

The  form  of  splint  which  I  am  about  to  describe  has  been  found 
to  be  particularly  convenient  for  dealing  with  such  fractures 
of  the  leg  as  are  suitable  for  the  “  immediate  ”  method  of 
treatment.  Splints  made  on  a  similar  principle  may  also  be  used  for 
other  purposes,  which  will  be  alluded  to  after  their  application  to 
a  fractured  leg  has  been  described-  In  the  case  of  a  fracture,  say, 
at  the  junction  of  the  middle  a.nd  lowest  thirds  of  the  leg, 
three  measurements  are  taken  :  (1)  The  length  of  the  limb  from 
an  inch  and  a  half  above  the  knee  to  the  sole  of  the  foot ;  (2)  the 
circumference  of  the  thigh  at  the  level  of  about  an  inch  and 
a  half  above  the  knee  ;  (3)  the  length  of  the  foot  from  the  heel  to 
the  ball  of  the  big  toe.  An  oblong  piece  of  shrunk  house-flannel  or 
old  blanket  is  then  cut  out,  of  such  dimensions  that  it  is  one  way 
an  inch  and  a  quarter  longer  than  1,  the  other  way  an  inch  and  a 
half  less  than  twice  the  measurement  of  2.  The  limb  is  laid 
on  the  piece  of  flannel,  which  is  then  held  up  by  its  edges, 
supporting  the  leg  as  in  a  sling.  Next,  the  flannel  is  tacked 
together  with  needle  and  thread  close  to  the  limb,  down  the 
front  of  the  leg,  along  the  sole,  and  then  along  the  dorsum  of  the 
foot.  It  is  better,  to  sew  the  flannel  up  in  the  order  given,  along 
the  sole  first  and  along  the  dorsum  afterwards,  because  by  doing  so 
the  foot  will  be  held  by  the  flannel  in  the  position  in  which 
it  should  be — at  a  right  angle  with  the  axis  of  the  limb.  The  leg 
is  thus  closely  encased  in  flannel,  whilst  along  the  front  of  the  leg 
and  dorsum  and  sole  of  foot  a  double  of  free  edge  of  flannel 
of  greater  or  less  extent  is  left  beyond  the  seam.  These  free  edges 
along  the  dorsum  of  the  foot,  as  high  as  the  ankle,  and  along  the 
sole,  are  trimmed  off  close  to  the  seam.  There  now  remain 
two  considerable  wings  of  flannel  extending  down  the  front  of  the 
leg  as  far  as  the  ankle.  Each  wing,  when  turned  back  from 
the  middle  line  in  front,  will  reach  to  within  about  half  an  inch  of 
the  middle  line  behind.  These  wings  are  then  trimmed  from 
below  upwards,  so  as  to  shape  them  to  the  form  of  the  leg.  Two 
side  splints  with  rectangular  foot-pieces  are  then  cut  out  of  flannel, 
similar  in  shape  to  those  used  in  a  “  Croft.”  They  are  cut  out  sa 
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that  each  piece,  when  applied  to  the  limb,  shall  reach  to  within 
about  a  quarter  of  an  inch  of  the  middle  lines  in  front  and  behind. 
Care  must  be  taken  that  the  anterior  edge  of  each  side-piece  is 
quite  straight ;  the  posterior  edge  may  be  shaped  so  as  to  allow 
for  the  swelling  of  the  calf  muscles.  Traction  is  then  applied 
to  the  limb,  and  these  side-pieces,  having  been  thoroughly 
saturated  with  plaster-of-Paris  solution,  are  placed  over  the  flannel 
casing,  one  on  each  side  of  the  leg.  The  wings  of  flannel  are  then 
quickly  folded  back,  each  over  its  respective  side-piece,  and 
smoothed  down.  Some  plaster  solution  is  then  rubbed  well  into 
the  outer  surface  of  the  two  flannel  wings,  avoiding,  however, 
a  border  about  a  quarter  of  an  inch  wide  and  extending  down  the 
front  of  the  leg  on  either  side  of  the  seam.  The  perfect  adaptation 
of  the  splint  to  the  limbs  may  then  be  secured  by  applying  a  thin 
muslin  roller  bandage  over  the  whole  from  the  toes  upwards. 
After  ten  minutes  the  muslin  bandage  is  unrolled,  and  the  splint  is 
then  finished.  The  plaster  will  probably  be  quite  dry  in  the 
course  of  an  hour  or  so.  When  the  splint  is  completed  it  will  be 
seen  that  next  to  the  skin  there  is  a  continuous  casing  of  flannel 
that  outside  this  there  is  on  either  side,  except  just  below  the  ankle,  a 
double  thickness  of  plaster-saturated  flannel;  that  along  the 
middle  line  behind  there  is  a  sort  of  hinge  formed  by  the  single 
thickness  of  plaster-free  flannel  of  the  original  casing,  and  that  each 
anterior  edge,  when  the  splint  is  opened,  is  formed  by  a  fold 
of  soft  flannel.  This  latter  is  of  importance,  as  the  skin  is  thereby 
protected  from  uncomfortable  pressure  of  the  anterior  edges  of  the 
plaster-saturated  side-pieces.  Thus  with  these  splints  there  is  no 
tendency  to  the  formation  of  superficial  bullae  from  this  cause,  nor 
will  subsequent  padding  with  cotton-wool  be  found  necessary.  A 
further  small  detail,  which  perhaps  adds  a  little  to  the  neatness  of 
the  splint,  is  to  leave,  when  trimming  off  the  superfluous  flannel 
along  the  dorsum  of  the  foot,  a  narrow  free  margin  of  flannel 
which  may  be  turned  back  on  either  side  over  the  front  edge 
of  the  plaster-saturated  foot-piece.  After  the  splint  is  quite  dry 
it  can  be  easily  opened,  should  it  be  thought  desirable  to  have  the 
leg  available  for  future  inspection,  by  running  a  pair  of  scissors 
down  the  seam  along  the  front  of  the  leg  and  the  dorsum  of  tho 
foot.  The  splint  is  afterwards  held  together  by  an  ordinary  roller  ban¬ 
dage.  In  fact  it  is  better  in  any  case,  even  if  the  splint  is  not  opened, 
to  subsequently  apply  a  roller  bandage  so  as  to  hold  the  apparatus 
well  together.  When  the  splint  is  being  prepared  for  a  fracture 
just  above  the  ankle-joint,  a  slight  modification  will  ensure 
still  greater  strength  where  strength  is  most  needed — that  is,  about 
the  seat  of  fracture.  In  the  splint  just  described,  it  has  been 
noticed  that  just  below  the  ankle  there  is  only  a  single  thickuessof 
plaster-saturated  flannel,  as  the  lateral  wings  do  not  extend  below 
this  level.  The  desired  increase  in  strength  may  be  obtained 
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as  follows : — The  large  oblong  piece  of  flannel  must  in  the  first 
instance  he  cut  an  inch  and  a  half  longer  than  before.  When  the 
flannel  has  been  sewn  up,  the  superfluous  free  edges  along  the  sole 
of  the  foot  are  trimmed  off  from  the  toes  backwards,  but  only  to 
within  an  inch  and  a  half  of  the  point  of  the  heel.  The  remaining 
flannel  being  divided  up  the  middle  line  behind  as  far  as  the  end  of 
the  seam,  two  small  side-pieces  are  formed  which  are  turned 
upwards,  each  over  its  respective  malleolus,  after  the  plaster- 
saturated  side-pieces  have  been  applied.  Plaster  solution  is  rubbed 
well  into  them,  the  large  wings  are  turned  back,  and  the  splint  is 
completed  as  before.  This  splint  is  undoubtedly  stronger  and 
more  durable  than  either  of  the  other  two  plaster  splints  with 
which  I  am  practically  familiar— that  is  to  say,  Croft’s  and  the 
Bavarian, — from  both  of  which  details  in  the  making  of  this  splint 
have  been  borrowed.  Excellent  light  splints  for  the  knee  or  wrist 
in  cases  of  arthritis  may  be  made  in  a  similar  manner. — Lancet , 
June  28,  1890,  p.  1418. 


43.— ON  FRACTURE  OF  THE  NECK  OF  THE  THIGH-BONE. 

By  Professor  Humphry,  F.R.S.,  Cambridge. 

I  have  been  requested  to  publish  some  remarks  I  made  at  a 
recent  meeting  of  the  Cambridge  Medical  Society,  when  showing 
specimens,  one  of  which  had  been  sent  by  Mr.  Balding,  of  Royston. 
The  specimens  are  all  in  the  pathological  museum  of  the  Uni¬ 
versity,  and  they  show  the  following. 

First,  with  regard  to  fracture  within  the  joint — i.e.,  Intra-cap  sular 
fracture. — 1.  It  commonly  occurs  at  the  narrow  part  of  the  neck, 
near  the  head,  a  more  or  less  jagged  splinter  of  the  under  part  of 
the  neck  being  broken  off  with  the  head.  2.  The  investing 
fibrous  and  synovial  tissue  is  usually  torn  through  in  front,  thus 
exposing  the  fracture  to  the  joint,  but  remains  untorn  behind.  This 
is  due  in  great  measure  to  the  neck  of  the  bone  being  slightly  con¬ 
vex  and  rough  in  front,  and  to  the  tissue  being  closely  connected 
with  it  here,  whereas  the  bone  is  slightly  concave  and  smoother 
behind  and  less  closely  connected  with  the  investing  tissue,  which 
is  somewhat  thicker  here,  and  less  easily  torn.  This  untorn  tissue, 
together  with  the  capsule,  prevents  much  displacement  at  the 
fracture  and  much  shortening  of  the  limb  from  taking  place. 
3.  The  portion  of  the  neck  projecting  into  the  joint,  between  the 
fracture  and  the  trochanters,  usually  undergoes  absorption,  which 
process  begins  soon  and  takes  place  rather  quickly,  and  proceeds 
often  quite  to  the  level  of  the  base  of  the  trochanter.  The 
trochanteric  surface  thus  exposed  becomes  smoothed  by  intersti¬ 
tial  bony  deposit  in  its  cancellous  texture,  and,  being  approximated 
to  the  fractured  surface  of  the  head,  may  become  united  to  it, 
in  some  cases  firmly,  by  fibrous  tissue.  That  the  absorption  of  the 
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neck  does  not  invariably  occur  was  shown  by  a  specimen  in  which 
there  were  evidences  of  fibrous  union  having  taken  place  near 
the  middle  of  the  neck.  It  does  not  affect  the  part  of  the  bone 
lying  on  the  proximal  side  of  the  fracture,  for  the  head  of  the  bone 
with  the  splinter  from  the  neck  on  its  lower  edge  remains  little 
altered.  The  cause  of  this  absorption  of  the  outer  fragment  of  the 
neck  is  not  quite  easy  to  give.  Possibly  it  depends  upon  the  part 
being  subject  to  pressure  and  friction  from  movement ;  whereas 
the  inner  part,  quietly  ensconced  within  the  acetabular  cavity,  is 
free  from  these  exposures.  4.  The  cause  of  failure  of  bony  union 
when  the  fracture  is  within  the  joint  or  intra-capsular,  is  due, 
I  believe,  primarily,  to  the  fact  that  the  plastic  and  cell  elements 
which  should  form  the  medium  of  union  are  not  retained  in  situ, 
but  escape  into  the  joint  and  are  lost ;  and,  secondly,  to  the  circum¬ 
stance  of  the  inner  fragment  being  retained  in  the  acetabular 
cavity,  while  the  outer  fragment  is  displaced  from  it,  and,  as  we 
have  seen,  becomes  absorbed.  If,  however,  it  be  not  displaced,  and 
if  the  fractured  surfaces  remain  in  close  apposition,  especially 
if  they  be  in  any  way  impacted,  bony  union  will  occur.  This  was 
demonstrated  by  a  specimen  from  a  gentleman,  aged  eighty,  treated 
by  Mr.  Wherry  with  every  precaution  to  prevent  movement. 
There  was  three-quarters  of  an  inch  of  shortening,  the  trochanter 
was  approximated  to  the  spine  of  the  ilium,  and  there  was  utter 
helplessness  of  the  limb.  In  six  weeks  the  patient  could  raise  the 
limb  from  the  bed,  and  he  was  subsequently  able  to  bear  his 
weight  upon  the  limb.  A  year  after  the  accident  he  died.  There 
is  only  a  little  shortening  of  the  neck.  The  head  is  somewhat 
below  its  proper  level.  Solid  bony  union  has  taken  place  in  the 
anterior  half,  so  that  the  line  of  fracture  can  scarcely  be  traced  ; 
whereas  in  the  posterior  half  the  union  is  fibrous  only.  The  latter 
shows  the  line  of  the  fracture  to  have  been  near  the  head.  The 
cause  of  the  union  being  bony  in  the  fore  part  and  fibrous  only  in 
the  hinder  part  is  not  quite  clear,  and  it  cannot  be  determined 
whether  the  fibrous  and  synovial  investment  of  the  neck  had  been 
torn  in  any  part  or  had  escaped  lesion. 

Secondly,  with  regard  to  fracture  on  the  outside  of  the  joint  at  the 
base  of  the  neck,  or  Extra-capsular. — In  this  case  the  trochanteric 
part  of  the  bone  is  often  broken  into  several  fragments,  being  riven 
to  pieces  by  the  base  of  the  neck  forced  wedge-like  into  it ;  and 
the  neck  may  be  fixed  or  impacted  here.  It  is  not,  however, 
of  much  consequence  whether  it  be  so  or  not,  for  firm,  commonly 
bony,  union  almost  always  takes  place.  There  is,  indeed,  nothing 
to  prevent  union.  It  resembles  an  ordinary  fracture  in  cancellous 
bone  ;  and,  as  we  know,  fractures  in  the  cancellous  parts  of  the 
skeleton  unite  readily. .  There  are  many  specimens  in  this  and  other 
museums  in  which  bony  union  has  taken  place,  and  in  some 
of  these  there  is  a  large  amount  of  surrounding  callus.  One  speci- 
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men  was  shown  m  which  union  has  failed,  in  consequence,  it  may¬ 
be  inferred,  of  want  of  rest,  for  there  is  a  considerable  quantity  of 
callus  forming  a  large  cup  in  which  the  base  of  the  neck  is  loosely 
enclosed.  The  time  of  life  at  which  the  accident  occurs  does  not 
make  much  difference,  for,  as  I  have  shown  elsewhere,  fractures 
unite  and  wounds  and  ulcers  heal  as  well  in  the  old  as  in  the 
middle-aged,  and  sometimes  more  quickly.  Indeed,  I  am  daily 
more  and  more  surprised  at  the  recoveries  of  the  aged  from 
illnesses  as  well  as  from  accidents. 

The  'practical  inference  is  that,  forasmuch  as  the  extra-capsular 
fractures  commonly  unite  well  at  all  ages,  and  the  intra-capsular 
occasionally  do  so  by  bone  or  by  fibrous  tissue,  and  forasmuch  as  it 
is  not  in  all  cases — indeed,  in  many — easy  to  tell  precisely  the 
position  of  the  fracture,  it  is  wise  in  all  cases,  unless  there  be  some 
special  reason  to  the  contrary,  to  adopt  such  treatment  as  is  most 
likely  to  promote  union.  The  case  should  not  be  given  up  as  hope¬ 
less,  as  is  too  often  done  because  it  is  an  old  person  and  a  fracture 
of  the  neck  of  the  thigh  bone,  and  the  limb  be  allowed  to  fall 
about  or  be  merely  tied  on  a  pillow.  A  long  splint,  if  it  can  be 
borne,  should  be  applied,  well  padded  and  with  soft  bandage,  so  as 
to  ensure  quiet  at  the  part,  whereby  comfort  will  be  afforded,  but 
not  so  tightly  as  to  gall  or  annoy  ;  or  a  shield  of  gutta-percha, 
which,  if  well  managed,  i3  a  very  good  material  for  such  purposes, 
or  of  some  similar  substance,  may  be  adjusted,  all  proper  pre¬ 
cautions  as  to  bed-sores,  etc.,  being  taken.  In  this  way  much 
relief  will  often  be  given,  good  bony  union  may  probably  take 
place,  and  the  patient  in  a  few  weeks  be  able  to  move  about  again. 
— Lancet ,  Aug.  2,  1890,  p.  224. 


44. — ON  THE  SURGICAL  TREATMENT  OF  DEFORMITIES 

DUE  TO  PARALYSIS. 

By  Willixm  Adams,  F.R.C.S.,  Surg.  to  Great  Northern  Hospital, 
and  to  National  Hospital  for  the  Paralysed  and  Epileptic. 

As  a  general  law,  all  paralytic  affections  of  the  upper  and  lower 
extremities,  whether  infantile  or  adult,  have  a  tendency  to  pass 
into  a  state  of  contraction,  with  some  malposition  or  deformity  at 
the  joint  or  joints  involved;  whether  the  hip,  knee,  ankle,  or  trans¬ 
verse  tarsal  joint  in  the  lower  extremity,  or  shoulder,  elbow,  or 
wrist  in  the  upper  extremity.  The  contractions  met  with  in  the 
upper  and  lower  extremities  naturally  arise  as  the  result  of  the  loss 
of  the  balance  of  muscular  power,  as  we  know  that  in  many  of 
these  affections,  especially  in  the  infantile  class,  either  individual 
muscles  or  groups  of  muscles  are  chiefly  affected.  We  also  know 
that  the  recovery  of  muscular  power  proceeds  at  very  unequal 
rates  in  different  muscles,  or  groups  of  muscles  ;  for  example,  the 
deltoid  muscle  is  always  very  slow  to  recover,  and  often  fails  to  do> 
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so,  leaving  a  permanent  inability  to  uplift  the  arm  or  raise  the 
elbow.  The  rectus  muscle  of  the  thigh  is  also  a  very  unfavourable 
one  for  recovery,  leaving  a  permanent  inability  to  extend  the  leg 
upon  the  thigh  and  rendering  necessary  a  mechanical  support  to 
compensate  for  this  inability.  The  muscles  surrounding  the  hip- 
joint  generally  make  a  very  favourable  recovery,  and  those  most 
useful  muscles  in  progression,  the  psoas  and  iliacus,  are  seldom  lost. 
In  the  leg,  the  muscles  of  the  calf — the  gastrocnemius  and  soleus 
— are  always  very  slow  to  recover,  and  frequently  fail  to  do  so,  thus 
causing  a  very  troublesome  and  incurable  deformity  of  the  foot — 
talipes  calcaneus.  In  the  leg  it  sometimes  happens  that  all  the 
muscles  make  a  fair  recovery,  except  the  tibialis  anticus,  which 
alone  remains  paralysed,  giving  rise  to  an  everted  condition  of  the 
foot — talipes  valgus.  As  a  general  result,  it  seems  that  contraction 
at  some  of  the  joints  involved  almost  invariably  occurs;  weare  there¬ 
fore  obliged  to  admit  that  whilst  nature  is  a  very  good  physician 
and  does  her  best  to  aid  in  the  recovery  of  muscular  power,  she  is 
unmistakably  a  bad  surgeon,  and  does  her  worst  in  the  production 
of  various  contractions  and  deformities.  If  this  law  were  more 
generally  known  many  contractions  and  deformities  at  the  joints 
might  be  avoided.  Cases  are  frequentty  brought  to  me  in  which 
the  patients  are  making  an  excellent  recovery  from  some  paralytic 
affection,  but  little  notice  has  been  paid  to  the  early  stage  of 
contraction  which  quickly  attracts  my  attention.  This  most  fre¬ 
quently  occurs  at  the  ankle-joint  from  contraction  of  the  Achilles 
tendon,  as  we  generally  describe  it,  although  we  know  the  struc¬ 
tural  changes  really  occur  in  the  muscles  of  the  calf.  The  effect  of 
this  contraction  is  to  limit  the  power  of  flexing  the  foot  at  the 
ankle-joint,  and  if  allowed  to  progress,  the  heel  will  become  ele¬ 
vated  and  a  condition  of  talipes  equinus  produced,  with  all  its 
inconvenience  in  walking,  if  one  foot  only  is  affected. 

If  both  feet  should  be  affected,  then  the  patient  will  be  unable 
to  stand  until  after  tenotomy  has  been  performed.  If  the  con¬ 
traction  is  detected  in  the  early  stage,  I  generally  find  it  can  be 
effectually  overcome  by  a  wrell-regulated  course  of  massage, 
accompanied  with  passive  movements ;  these  movements,  however, 
require  more  special  attention  than  is  generally  given  to  them. 
The  reason  of  this  contraction  being  overlooked  in  the  early  stage 
is  that  there  is  nothing  particular  to  direct  attention  to  it,  and  also 
that  the  method  of  testing  the  flexion  power  of  the  foot  at  the 
ankle-joint  is  perhaps  hardly  studied  with  sufficient  care.  This 
should  be  done  in  the  following  manner.  First,  the  leg  must  be 
placed  in  a  fully  extended  position,  and  the  knee-joint  lightly  held 
either  by  the  patient  or  surgeon  to  prevent  any  flexion  at  this 
joint,  as  I  need  hardly  say  this  would  destroy  the  test  by  relaxing 
the  heads  of  the  gastrocnemius  muscle  attached  to  the  condyles  of 
the  femur.  I  prefer  the  patient  to  be  sitting  on  a  chair,  and  rest- 
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ang  the  foot  on  another  chair  placed  opposite,  and  of  the  same 
height.  Then  the  surgeon,  lightly  grasping  the  knee  with  the  left 
hand  so  as  to  keep  the  leg  fully  extended,  may  with  his  right  hand 
try  to  flex  the  foot  at  the  ankle-joint.  Instead  of  using  the  hand, 
however,  it  is  a  good  plan  to  place  a  book  against  the  sole  of  the 
foot,  and  by  a  little  pressure  try  to  flex  the  foot.  In  slight  cases 
it  will  be  found  that  the  foot  can  be  flexed  barely  up  to  a  right 
angle  with  the  leg,  and  then  the  Achilles  tendon  becomes  very 
tense.  This  is  commonly  spoken  of  as  a  right-angled  contraction  of 
the  Achilles  tendon ,  and  gives  rise  to  more  inconvenience  in  walk¬ 
ing,  and  in  active  exercise,  than  might  be  supposed,  but  it  can 
generally  be  overcome  by  massage  and  passive  movement.  In  a 
more  severe  case  it  will  be  found  that  the  foot  cannot  be  flexed 
up  to,  or  nearly  so  far  as,  the  right  angle — probably  10°  or  more 
short  of  the  right  angle, — the  foot  forming  an  obtuse  angle  with 
the  leg.  In  such  a  case  I  should  at  once  advise  tenotomy,  as  there 
is  no  probability  of  overcoming  this  degree  of  contraction  by 
massage  and  passive  movements.  The  only  alternative  is  the 
tedious  and  uncertain  process  of  gradual  mechanical  extension, 
carried  out  by  means  of  a  Scarpa’s  shoe,  with  rack-and-pinion 
movement  at  the  ankle-joint,  to  be  worn  night  and  day  for  many 
months — at  least  six, — the  patient  using  crutches,  and  not  allowed 
to  touch  the  ground  with  this  foot  during  the  whole  time.  The 
treatment  by  tenotomy  would  average  about  six  weeks,  and  from 
its  certainty  it  is  in  every  way  to  be  preferred.  Naturally  the 
foot  should  be  capable  of  being  flexed  upon  the  leg  from  the  ankle- 
joint  to  18°  over  the  right  angle,  this  degree  of  flexion  being 
necessary  for  good  walking  purposes,  and  in  young  people  this  will, 
as  a  rule,  be  found  to  exist.  In  adults  also  it  generally  exists, 
especially  in  ladies.  Less  than  15°  of  flexion  beyond  the  right 
angle  will  not  suffice  for  good  walking  purposes  in  the  adult,  and 
with  a  limited  degree  of  flexion  movement  various  troubles  arise, 
but  these  are  not  connected  with  our  present  subject. 

For  the  purpose  of  measuring  accurately  the  angle  of  flexion,  I 
use  an  instrument  well  known  as  the  “  engineer’s  rule,”  with  a 
water-level  on  the  lever  held  horizontally,  and  the  degrees  through 
half  a  circle  marked  off  in  5°  and  10°.  For  rough  use  I  employ  a 
measure  fixed  at  18°,  which  at  once  shows  the  patient  how  much 
short  of  the  natural  angle  of  flexion  the  foot  may  be.  The 
measure  should  be  taken  along  the  outer  border  of  the  foot,  as  this 
is  a  tolerably  straight  line,  whilst  the  arched  border  on  the  inner 
side  renders  the  measure  less  apparent. 

The  contractions  resulting  from  paralysis  we  are  called  upon  to 
treat  surgically  most  frequently  occur  in  the  lower  extremities, 
and  the  great  majority  result  from  infantile  paralysis,  affecting  either 
one  or  both  legs — i.e.,  in  the  form  of  hemiplegia  or  paraplegia. 

In  infantile  paralysis  we  have  two  distinct  classes — viz.,  those 
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characterised  by  rigidity  of  the  muscles,  and  those  in  which  the 
muscles  are  flaccid.  These  two  classes  differ  widely  in  their  path¬ 
ology  and  clinical  history,  and  equally  therefore  in  their  prognosis 
and  treatment.  In  their  medical  aspect  they  have  been  fully 
described  by  my  able  colleague,  Dr.  Gowers,  in  the  lectures 
delivered  by  him  in  this  hospital.  A  few  surgical  points  in  refer¬ 
ence  to  these,  however,  I  shall  here  allude  to.  "When  one  leg  only 
is  affected,  and  the  foot  contracted,  although  the  awkwardness 
and  inconvenience  in  walking  may  be  considerable,  I  have  known 
surgical  interference  to  be  strongly  opposed  on  the  ground  that 
the  contracted  foot  is  a  firmer  support  and  more  useful,  the  con¬ 
traction  possibly  compensating  for  some  degree  of  shortening,  than 
it  would  be  after  tenotomy,  and  the  use  of  a  raised  boot.  But  I 
believe  it  to  be  better  for  the  patient  not  to  be  allowed  to  walk  on 
the  toes  with  a  raised  heel,  and  to  have  the  sole  of  the  foot  brought 
firmly  in  contact  with  the  ground  by  tenotomy,  even  if  a  boot 
raised  half  an  inch  should  be  required.  When  both  legs  are  affect¬ 
ed  and  the  feet  contracted  the  patient  is  totally  unable  either  to 
stand  or  walk,  and  no  objection  is  at  the  present  time  ever  raised 
to  the  combination  of  surgical  and  mechanical  treatment  by  which 
these  patients  are  generally  enabled  to  walk  fairly  well,  although 
in  bygone  times  I  have  known  the  strongest  opposition  to  any 
surgical  treatment  raised  in  these  cases,  on  the  ground  of  the  para¬ 
lytic  origin  of  the  affection,  and  the  belief  that  dividing  tendons 
must  still  further  weaken  the  limbs.  The  fact  that  contracted 
muscles  are  strengthened  by  division  of  their  tendons  was  never 
recognised  by  the  older  surgeons,  and  indeed  is  not  universally 
recognised  at  the  present  time  ;  but  the  explanation  will  be  obvious 
when  I  mention  that  by  the  increased  length  of  the  tendon  gained 
by  the  insertion  of  new  tendon  varying  from  half  an  inch  to  an 
inch  and  a  half,  as  it  may  be  required  between  the  divided  ex¬ 
tremities  of  the  old  tendon,  movement  at  the  joint  involved — say, 
the  ankle-joint — is  at  once  permitted  ;  whilst  in  the  contracted 
condition  of  the  muscles  no  movement  at  the  joint  could  take 
place.  The  effect  of  the  joint  movement  is  to  increase  muscu¬ 
lar  development,  and  except  in  extreme  cases  of  complete  degen¬ 
eration  of  the  muscular  fibres,  the  muscular  structure  always 
perceptibly  increases  in  bulk.  A  good  illustration  of  this  fact  is 
seen  by  comparing  the  leg  of  an  adult  born  club-footed  and  never 
operated  upon  with  the  leg  of  an  adult  born  club-footed  who  had 
been  operated  upon  and  well  cured  in  childhood. 

There  can  be  no  doubt  that  contracted  muscles  are  strengthened 
and  the  muscular  development  increased  by  division  of  their  ten¬ 
dons.  We  are  not,  therefore,  to  be  deterred  from  dividing  tendons, 
even  in  paralytic  deformities,  and  we  know  that  some  of  the  most 
brilliant  results  have  been  obtained  in  cases  of  paraplegia^ 
either  infantile  or  adult,  in  which  the  patients  have  been 
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unable  to  stand  or  walk  for  many  years.  In  cases  of  severe  and 
long-standing  paralysis,  however,  extra  care  is  required  to  obtain  a 
strong  union  of  the  divided  tendon,  and  sufficient  without  exces¬ 
sive  elongation. 

All  the  contractions  which  occur  during  the  progress  of  para¬ 
lytic  affections  towards  recovery  are  to  be  treated  surgically  on 
the  same  general  principles — viz. :  (1)  By  the  subcutaneous 
division  of  all  the  contracted  tendons  ;  (2)  by  gradual  mechanical 
extension,  in  order  to  ensure  the  formation  of  a  sufficient  length  of 
new  tendon  between  the  divided  extremities  of  the  old  tendon, 
and  at  the  same  time  guard  against  excessive  elongation  ;  and  also 
to  stretch  the  deep  ligaments  and  other  structures  that  cannot  be 
divided ;  (3)  by  physiological  means  to  promote  the  restoration  of 
muscular  power — viz.,  massage  and  passive  movements,  together 
with  galvanism  to  special  muscles  when  required  ;  (4)  by  mechan¬ 
ical  supports  adapted  to  the  requirements  of  the  case,  so  that  by 
compensating  for  the  paralysis,  more  or  less  complete  of  particular 
muscles,  or  groups  of  muscles,  the  patient  may  be  enabled  to  walk, 
a  great  gain  to  those  who  have  been  allowed  to  reach  adult  life 
without  having  walked  from  childhood. 

After  tenotomy  in  paralytic  deformities,  I  would  strongly  ad¬ 
vise  you  against  immediate  extension,  or  what  is  described  as 
immediate  reduction  of  the  deformity.  No  doubt  some  successful 
cases  have  occurred,  but  I  have  seen  many  unsuccessful — i.e.,  cases 
of  elongated  and  very  feeble  union,  practically  amounting  almost 
to  non-union,  and  the  patients  damaged  for  life,  as  excessive 
elongation  produces  the  incurable  condition  of  talipes  calcaneus. 

The  object  of  gradual  extension  is  not  to  elongate  or  stretch  the 
new  material,  uniting  the  divided  extremities  of  the  tendon,  as  is 
generally  supposed ;  but  to  regulate  the  length  of  new  material,  or, 
as  it  may  be  called,  the  new  tendon,  whilst  we  have  the  oppor¬ 
tunity  of  so  doing,  and  the  rate  at  which  this  is  to  be  accomplished 
must  have  reference  to  the  activity  of  the  reparative  process,  and 
to  the  length  of  new  tendon  required.  In  the  Achilles  tendon  this 
can  easily  be  observed,  and  I  always  examine  it  carefully  twice  a 
week.  In  well-nourished  infants  the  full  length  required  in  the 
divided  Achilles  tendon  should,  according  to  my  observation,  be 
obtained  in  a  fortnight,  if  practicable  ;  in  a  well-nourished  leg  in 
an  adult  it  should  be  obtained  in  from  three  to  four  weeks  ;  but  in 
atrophied  paralytic  limbs  it  should  not  be  obtained  in  less  than 
from  four  to  six  weeks.  The  extension  described  as  rapid — i.e., 
gaining  the  length  required  at  intervals  of  a  week— is  more 
rational,  the  foot  being  put  up  either  in  a  plaster-of-Paris  bandage 
or  any  immovable  splint,  but  I  prefer  the  gradual  extension  by 
means  of  a  Scarpa’s  shoe  with  rack-and-pinion  movements,  which 
can  be  regulated  as  required. 

In  contractions  of  the  knee-  and  hip-joints  the  extension  can 
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often  be  made  satisfactorily  by  means  of  tbe  ordinary  weight  ex¬ 
tension  apparatus.  With  regard  to  the  third  principle  of  treat¬ 
ment — i.e.,  by  physiological  means  to  promote  the  restoration  of 
muscular  power, — there  can  be  no  doubt  that  the  improved  system 
of  massage,  now  so  ably  taught  in  some  schools  of  instruction,  and 
by  professors  who  have  established  this  system  upon  a  scientific 
basis,  is  of  the  utmost  value  ;  and  in  many  cases  this  may  be  still 
further  assisted  by  a  well-regulated  course  of  galvanic  treatment. 
In  reference  to  the  fourth  principle  of  treatment — viz.,  the  employ¬ 
ment  of  mechanical  supports,  so  constructed  as  to  compensate  for 
the  more  or  less  complete  paralysis  of  certain  muscles,  which  in 
severe  cases  often  remain  as  a  permanent  defect,  there  can  be  no 
doubt  as  to  the  necessity  of  employing  such  mechanical  assistance, 
and  the  instruments  now  in  use  are  constructed  upon  the  most 
scientific  principles,  with  various  ingenious  contrivances  adapted 
to  the  special  requirements  of  each  case,  and  a  variety  of  these 
appliances  I  now  exhibit  to  you.  There  can  be  no  doubt  that  by  a 
combination  of  these  different  principles  of  treatment  the  results 
are  now  obtained  in  the  class  of  paralytic  deformities  which  were 
totally  unknown  to  and  not  within  the  reach  of  our  predecessors. 
Before  leaving  the  subject  I  would  refer  to  one  point  which  has 
long  attracted  my  attention — viz.,  the  fact  that  after  tenotomy  in 
cases  of  paralysis  in  which  the  feet  are  always  cold  and  cannot  be 
warmed  by  artificial  means,  a  very  marked  increase  of  temper¬ 
ature  rapidly  follows  the  operation  of  tenotomy,  and  the  feet 
remain  warm. 

In  the  surgical  treatment  of  contractions  occurring  in  cases  of 
paralysis  it  is  necessary  to  bear  in  mind  that  these  are  essentially 
of  muscular  origin,  and  are  due  either  to  active  muscular  contrac¬ 
tion,  or  adapted  shortening  of  an  atrophic  and  passive  character. 
There  are  no  adhesions,  either  intra-capsular  or  extra-capsular,  in 
paralytic  contractions,  although  the  deep  ligaments  and  bands  of 
fascia  are  subject  to  adapted  structural  shortening.  If  there  is 
any  law  firmly  established  by  long  experience  in  the  surgical 
treatment  of  contracted  joints  in  deformities  due  to  paralysis  it  is, 
never  attempt  to  overcome  muscular  contraction  by  forcible  extension. 
By  subcutaneous  tenotomy  we  can  at  once  remove  all,  or  nearly 
all,  the  muscular  contraction  without  the  least  possible  risk,  and 
gradual  mechanical  extension  will  overcome  the  other  obstacles. 
I  wish  more  especially  to  draw  attention  to  this  law,  as  I  have 
frequently  seen  cases  in  which  serious  injury  has  resulted  from 
some  failure  to  recognise  the  importance  of  it,  such  as  fracture  of 
the  femur,  or  separation  of  the  lower  epiphysis  in  a  case  of  knee- 
joint  contraction ;  laceration  of  the  skin  when  this  is  in  an 
atrophic  condition,  as  in  the  so-called  glossy  skin  occasionally  met 
with  in  cases  of  paralysis  ;  a  liability  to  dislocation  of  the  hip,  &c. 
— Lancet ,  Sept.  27,  1890,  p.  653. 
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45.— ON  SOME  OF  THE  MANIFESTATIONS  OF  RICKETS. 

By  Walter  Pye,  F.R.C.S.,  Professor  of  Pathology  and  Surgery, 
Royal  College  of  Surgeons,  England. 

[The  two  following  articles  are  taken  from  Professor  Pye’s  lectures 
on  the  Growth  Rates  of  the  Body,  and  especially  of  the  Limbs, 
etc.,  delivered  at  the  Royal  College  of  Surgeons,  June  1890.] 

About  five  years  ago  I  began  a  systematic  inquiry  into  the 
question  of  the  arrest  of  growth  in  rickets,  to  ascertain  its  frequency, 
its  extent,  and  its  duration  in  time,  by  means  of  measurements 
taken  at  frequent  intervals  of  the  whole  stature  and  of  the  length  of 
the  lower  limbs  of  children  brought  to  the  hospital  as  rickety. 
The  most  striking  clinical  feature  which  becomes  apparent  on 
comparison  of  a  good  many  children  so  designated  is  the  contrast 
which  one  group  of  cases  in  which  acute  wasting,  arrested  develop¬ 
ment,  and  innutrition,  with  or  without  deformity,  are  present,  and 
for  which  I  propose  the  name  of  u  marasmic  rickets,”  bears  to 
cases  of  altogether  another  type  where  constitutional  disturbances, 
although  present,  are  not  nearly  of  such  a  high  grade,  where 
deformity  is  always  present  and  where  there  is  either  no  arrest  of 
growth  or  it  is  very  slightly  diminished.  The  illustration  Fig.  1  is 
from  a  photograph  of  a  case  of  the  first  or  marasmic  type,  while 
Fig.  2  is  an  example  of  a  case  of  this  second  type,  which  may 
be  distinguished  from  the  first  by  the  name  of  “  non-marasmic.” 

1  propose  to  describe  the  differences  existing  between  them, 
especially  in  regard  to  their  skeletal  character  and  growth  rate, 
confining  the  description  to  these  points  as  we  see  them  in  infancy 
and  early  childhood.  It  was  important,  of  course,  that  the  patients 
should  be,  at  the  time  of  first  observation,  actually  suffering  from 
and  getting  more  deformed  by  rickets,  not  merely  distorted  by  a 
past  attack.  This  point  was,  I  think,  secured  by  inquiry  into  the 
history,  and  by  considering  only  cases  in  the  first  five  years  of  life, 
all  the  cases  measured  manifested,  but  in  very  various  degrees, 
the  symptoms  of  general  rickets,  as  well  as  the  particular  deformi¬ 
ties  of  the  limbs.  The  measurements  were  made  in  exactly  the 
same  way  as  those  upon  the  limbs  of  healthy  children  of  the  same 
age,  and  the  results  of  seventy-nine  observations  of  rickety  infants 
from  cases  six  months  old  to  those  in  which  the  disease  developed 
in  the  fourth  year  are  here  given.  (Table  omitted.) 

I  have  no  observations  on  infants  under  six  months.  Infants  are 
never,  as  far  as  my  own  experience  goes,  born  rickety,  and  in  any 
case  such  an  occurrence  is  very  rare.  In  the  first  months  of 
life,  also,  it  is  not  common.  From  the  sixth  month  to  the  end  of 
the  first  year  cases  are  much  more  frequently  met  with,  presumably 
because  errors  of  diet  are  beginning  to  be  committed.  The  limbs, 
even  of  healthy  infants  of  from  six  to  twelve  months,  are  still  very 
small  and  difficult  to  measure ;  and  I  have  found  it  necessary 
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in  cases  in  the  first  year  to  confine  the  observations  of  the  effects 
of  rickets  to  the  result  of  measurements  of  the  whole  length  of  the- 
body  at  two  months’  intervals.  Taking  it  that  a  healthy  infant  at 
birth  should  be  about  19|  inches  long  if  a  male  and  19  T3¥  if 
a  female,  which  is  rather  a  low  estimate,  it  will  have  increased 
26  or  27  inches  respectively  by  the  end  of  the  first  year ;  blit 
as  the  growth  rate  is  throughout  the  whole  time  declining,  it  will 
not  be  safe  to  allow  more  than  3^  and  2f  inches  as  the  normal  rate 
for  the  second  six  months. 

Table  XI.  (here  omitted)  will  show  that  in  infants  attacked: 
with  rickets  at  this  age  the  average  rate  is  enormously  reduced. 
At  two  months’  interval  it  was  often  impossible  to  make  out  any 
growth  at  all,  although  it  rarely  happened  that  this  standstill  was 
continued  throughout  the  whole  six  months. 

When  rickets  develops  so  early  as  the  end  of  the  first  year, 
the  symptoms  are  almost  always  severe,  and  especially  the  wasting 
of  the  limbs  and  the  enlargement  of  the  epiphyses.  The  enlarged 
abdomen,  sallow  skin,  diarrhoea,  and  other  signs  of  marasmus, 
which  have  been  before  described,  are  commonly  present  in  an 
acute  form.  Speaking  more  particularly  of  the  skeletal  deformities, 
arrest  of  growth  may  be  even  complete  for  three  or  four  months,, 
and  is  commonly  very  well  marked.  It  frequently  happens  that 
an  infant  will  seem  to  be  even  shorter  at  the  end  of  its  first  year 
than  it  was  at  six  months  old.  This,  however,  is  apparent  only, 
and  is  due  to  the  development  of  curvatures,  which  are  most 
marked  in  the  thigh  bone.  The  distortions  of  the  long  bones  are 
at  this  age  much  more  general  than  they  are  in  cases  developed 
later  ;  not  only  is  the  swelling  of  the  epiphyses  actually  more 
marked,  but  the  wasted  condition  of  the  soft  tissues  makes  them 
more  apparent.  The  clavicles  and  bones  of  the  upper  extremity 
are  at  this  time  as  susceptible  of  curvature  as  the  thigh  and 
leg  bones  are,  the  shafts  of  all  the  long  bones  being  so  soft 
and  yielding  that  the  mere  weight  of  the  limbs  is  sufficient  to  pro¬ 
duce  their  distortion  ;  whereas,  in  later  cases,  the  chief  mechanical 
cause  of  deformity  is,  as  will  be  shown,  the  weight  of  the  whole 
body,  the  stress  of  which  is  borne  chiefly  by  the  lower  extremities, 
so  that  the  rest  of  the  skeleton  escapes.  The  effect  of  atmospheric 
pressure  upon  the  chest  walls  is  also  more  marked  now  than  later. 
This,  aided  perhaps  by  the  pull  on  the  diaphragm  of  the  swollen 
liver  and  spleen,  results  in  the  well-known  indrawn  and  constricted 
thorax.  Before  the  twelfth  month  the  softening  of  the  long  bones 
may  reach  such  a  degree  that  quasi-spontaneous  fractures  may  take 
place,  not  at  the  epiphyses,  but  at  the  points  of  natural  curvature, 
as  in  the  S  curve  of  the  clavicle,  the  centre  of  the  shaft  of  the 
femur,  etc.  The  lesion  is  hardly  a  fracture,  but  rather  an  unusually 
sharp-angled  yielding  of  the  over-flexible  shaft,  without  any  real 
solution  of  continuity.  It  is  not  even  a  greenstick  fracture.  There 
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is  no  callus,  and  the  deformity  can  often  easily  be  reduced  by  the 
hand.  Another  point  about  the  deformities  in  this  early  wasting1 
rickets  is  the  short  time  which  the  extreme  or  total  arrest  lasted  as 
soon  as  the  diet  was  rectified  and  proper  hygienic  habits  adopted. 
Although  general  wasting,  with  malnutrition  and  arrest  of  growth, 
is  characteristic  of  the  great  majority  of  cases  in  the  first  year  of 
life,  the  rule  is  not  invariable ;  two  out  of  the  fourteen,  whose 
average  measurements  are  here  given,  while  showing  the  typical 
curvatures,  enlarged  epiphyses,  and  disproportion  of  head  to  body, 
were  in  other  respects  very  fairly  well  nourished  in  body  and  limbs, , 


Fig.  1. — Marasmic  rickets ;  early  case. 

and  they  showed  no  trace  of  arrest  of  growth.  But  non-marasmie 
cases  are  the  exception,  and  in  most  cases  the  rule  is  to  find  arrest 
of  growth,  partial  or  complete,  and  general  malnutrition  coexisting. 
It  must  be  remembered  also  that  the  normal  rate  of  growth  in  an 
infant  of  this  age  is  so  enormous  in  proportion  to  its  own  length 
that  the  effect  of  arrest,  even  for  only  a  few  months,  upon  the  future 
stature  is  really  greater  than  it  seems  to  be  at  first  sight. 

From  the  first  to  the  second  year  rickets  is  very  common.  The 
wasting  form  is  still  generally  found,  but  cases  are  now  more  fre~ 
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quently  met  with,  such  as  seen  in  Fig.  2,  where,  along  with 
the  formation  and  development  of  the  ordinary  deformities,  nutri¬ 
tion  is  well  sustained,  and  the  growth  does  not  seem  to  be  im¬ 
paired  to  any  extent.  The  cranial  sutures  may  be  a  little  late 
in  joining,  but  the  bones  of  the  limb  generally  are  firm,  and 
although  curved  are  strong,  and  slightly,  if  at  all,  tender  on 
handling,  or  if  the  weight  of  the  body  is  borne  upon  them.  In 
this,  these  non-marasmic  cases  present  a  strong  contrast  to  the 
marasmic  ones  at  the  same  age,  who,  as  a  rule,  are  reluctant 
to  walk  or  use  their  limbs,  so  that  during  the  period  of  arrest 
of  growth  and  for  a  little  time  afterwards  the  bony  deformities 
may  be  generally  easily  prevented,  or  having  been  allowed  to  form, 
may  readily  be  rectified  by  manipulation  and  straightening,  mas¬ 
sage,  and  other  simple  means. 

The  cases  of  rickets  developing  in  the  second  year,  in  which 
wasting  and  arrest  of  growth  are  prominent  features,  are,  so  far  as 
I  have  been  able  to  estimate,  more  common  than  the  cases  in  which, 
while  rickety  deformity  is  present,  nutrition  and  growth  are 
not  arrested,  in  the  proportion  of  10  to  7.  From  the  second  to  the 
third  year  children,  at  any  rate  London  children,  appear  to  be 
especially  liable  to  rickets,  but  now  the  number  of  cases  in  which 
there  is  any  noteworthy  arrest  of  growth  in  length  are  in  a  distinct 
minority — i.e.,  8  to  17.  The  majority  present  the  ordinary  appear¬ 
ance  of  non-marasmic  rickets.  The  proportion  of  the  head  and 
face,  the  swollen  wrists  and  ankles,  etc.,  are  all  characteristic. 
The  teeth,  however,  are  generally  cut  at  this  age,  before  the  attack 
comes  on,  and  are  well  enough  developed,  while  the  reverse  is  the 
case  in  the  wasting  form.  The  cases  of  children  attacked  by 
rickets  in  the  third  to  the  fourth  year  are  much  fewer  than  in  the 
previous  year,  and  the  number  falls  still  lower  for  children  in  their 
fourth  to  their  fifth  year,  when  the  liability  to  the  disease  dis¬ 
appears  almost  entirely.  In  both  these  years  arrest  of  growth 
seems  hardly  ever  to  occur ;  indeed,  it  is  only  by  their  having 
a  history  of  a  previous  non-rachitic  condition  up  to  their  third 
or  fourth  year  that  they  can  be  recognised  from  the  cases,  which 
are  of  course  common,  which  apply  for  relief  in  consequence  of  past 
rickets  and  its  resulting  deformities.  Certain  cases,  I  think, 
are  examples  of  true  relapse,  but  on  this  point  I  have  not  yet 
sufficient  data  to  be  at  all  positive,  and  there  are,  as  will  readily  be 
believed,  cases  which  seem  to  be  on  the  borderland — rather  poorly 
nourished  but  without  arrest  of  growth ;  or  again,  are  fairly  healthy 
looking  but  are  not  growing.  As  a  rule,  however,  the  distinction 
and  the  difference  between  the  two  illnesses  is  very  clear,  and  it  is 
easy  to,  so  to  speak,  place  them.  The  fat  of  the  non-marasmic 
rickety  infants  is  generally  firm  and  healthy  enough,  and  the  thick, 
trembling  pot-belly  has  a  very  different  appearance  from  the  thin, 
tumid,  misshapen  abdomen  of  a  wasting  rickets.  Sometimes,  how- 
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ever,  the  fat  is  abnormally  waxy  and  soft,  and  has  a  pseudo- 
anasarcous  feel,  which  rapidly  disappears  as  the  health  improves. 
There  has  never  been  true  anasarca  in  the  cases  I  have  observed. — 
Lancet,  Aug.  16,  1890,  p.  331. 


46.— ON  THE  OPERATIVE  OR  FORCIBLE  METHODS  OF  REC¬ 
TIFICATION  OF  RACHITIC  DEFORMITIES,  ETC. 

By  Walter  Pye,  F.E.C.S.,  Surgeon  to  St.  Mary’s  Hospital,  London. 

Many  cases  of  tibial  and  femoral  curvature  come  for  treatment 
which,  through  long  persistence  of  the  period  of  deformity  com¬ 
bined  with  neglect  in  the  earlier  stages,  have  become  so 
stubbornly  distorted  that  the  limbs  have  lost  all  power  of  recovery 
except  by  the  adoption  of  some  operative  or  forcible  method  of 
rectification.  With  proper  precautions,  and  in  properly  selected 
cases,  manual  fracture  of  the  tibia  (or  more  rarely  of  the  femora) 
may  easily  produce  a  great  improvement  in  the  deformity ;  and  if 
due  care  be  taken  to  preserve  the  improved  position  during  the 
process  of  reunion,  there  is  no  reason  to  suppose  that  the  future 
growth  of  the  bone  will  be  impaired.  The  almost  absolute 
immunity  from  constitutional  disturbance  and  the  readiness  with 
which  the  bones  and  the  soft  parts  reunite  without  suppuration 
have  rendered  surgeons  so  apt  to  resort  to  some  form  or  another 
of  osteotomy,  with  or  without  removal  of  bone,  that  it  is  not  alto¬ 
gether  unwarranted  to  express  a  doubt  if  all  the  reported  cases 
really  required  an  operation  which  in  itself  has  now  ceased  to  be 
considered  serious. 

We  need  not  here  discuss  the  performance  of  instrumental 
osteoclasy,  for  it  has  never  been  received  with  favour  in  this 
country.  In  cases  of  forward  and  outward  curvature  of  the  femur 
and  tibia,  or  of  either  of  them,  if  a  simple  linear  division  of  the 
bones  be  made  by  saw  or  chisel  under  such  aseptic  conditions  as 
justify  the  practice  of  any  operative  surgery,  the  wound  will  heal 
and  the  bones  will  join  straightway,  and  there  is  no  evidence,  so 
far  as  any  cases  I  can  find  or  hear  of,  that  the  pre-existing  rate  of 
growth  in  length  of  the  bones  is  affected.  But  while  this  linear 
division  will  almost  invariably  be  sufficient  for  straightening  the 
femoral  curve  and  the  more  simple  forms  of  tibial  curves,  a  severe 
anterior  tibial  curve  in  the  lower  third  with  outward  curvature 
does  not  lend  itself  readily  to  the  effect  of  any  simple  section, 
although  an  oblique  one  downward  and  outwards,  as  recommended 
by  Collier.  As  a  rule,  a  wedge-shaped  portion  of  bone  will  have 
to  be  removed  from  the  tibia,  at  any  rate,  before  the  limb  can  be 
straightened.  This  proceeding  is  apparently  as  free  from  risk  as 
the  simple  linear  section,  and  union  is  as  firm.  But  if  the  operation 
is  performed  earlier  than  after  the  end  of  the  fifth  year,  the 
improvement  will,  I  believe,  be  confined  to  a  possession  by  the 
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patients  of  a  more  shapely  leg  or  legs,  and  there  will  be  no  prac¬ 
tical  increase  of  stature,  and  for  the  reason  that  it  rarely  happens 
even  in  severe  cases  that  the  difference  between  the  apparent  and 
the  real  length  of  the  legs  themselves  exceeds  an  inch.  In  order 
to  produce  any  satisfactory  straightening  by  removal  of  a  wedge, 
it  will  have  to  be  at  least  three-quarters  of  an  inch  at  its  base — 
a  distinct  loss — while  it  is  further  very  probable  that  one  effect  of 
an  operation  safe  enough,  but  somewhat  severe  at  this  age,  will 
be  to  disturb  the  natural  processes  of  rectification  by  growth  and 
muscular  action.  These  objections  do  not  apply  with  the  same 
force  in  the  later  years  of  childhood  or  of  adolescence. 

It  has  been  observed  already  that  transverse  linear  osteotomy  is 
not  attended  with  disturbance  of  growth,  so  far  as  has  been  made 
out.  The  advantages  and  immunities  of  transverse  linear  osteo¬ 
tomies  are,  however,  seen  in  a  much  more  striking  way  when  they 
are  studied  by  the  light  of  the  results  of  operations  for  knock-knee 
by  linear  sections  of  the  femur  above  the  epiphyses — i.e.,  by  what 
is  called  Macewen’s  operation,  or  some  modification  of  it.  This 
deformity  of  knock-knee  differs  from  the  tibial  curvatures  we  have 
been  considering  in  that  while  the  latter  is  hardly  found  except 
in  infantile  rickets,  the  deformity  of  knock-knee  and  its  reverse, 
the  state  of  out-knee,  may  develop  at  any  age  up  to  the  termina¬ 
tion  of  adolescence.  The  knock-knee  of  rickety  infants  is  a 
somewhat  later  manifestation  of  deformity  than  the  tibial  curves, 
and  by  consequence  occurs  more  frequently  in  the  non-marasmic 
cases  of  the  third  to  the  fifth  year  than  in  the  prevailing  anterior 
wasting  form  of  the  first  and  second.  The  average  age  of  eight}* 
cases  of  rickety  genu  valgum  seen  in  three  years  and  a  half  was 
fractionally  under  four  years  ;  fifty-eight  were  over  three  and 
under  seven  years,  and  twenty-two  were  under  three  years.  It  is 
also  not  uncommon  to  find  cases  in  which  anterior  tibial  curves, 
and  even  bandy  legs,  in  early  rickets  have  been  replaced  by  knock- 
knee  a  year  or  two  later. 

In  early  and  favourable  cases  these  knock-kneed  infants  fre¬ 
quently  grow  straight  with  little  or  no  especial  attention  from  the 
surgeon,  or  even  the  nurse  ;  in  others  a  somewhat  more  favourable 
straightening  by  manipulation  once  or  twice  a  day,  with  hand¬ 
rubbing  of  the  muscles,  will  be  effectual;  while  in  a  larger 
number  still  the  continued  use  of  simple  wooden  splints,  at  first 
long  enough  to  keep  the  child  off  its  feet,  and  later  on  to  restrain 
the  yielding  at  the  knee  only,  will  be  required.  These  splints  act 
no  doubt  as  similar  ones  do  in  bandy  leg,  etc. — not  as  actively 
straightening  the  deformity,  but  passively  preventing  its  increase, 
while  growth  and  muscular  action  effect  the  recovery.  In  other 
cases,  either  through  neglect  or  original  severity  of  the  deforming 
process,  the  knock-knee  is  more  marked  and  more  stubborn, 
causing  great  and  increasing  difficulty  in  walking,  and  showing  • 
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little  or  no  tendency  to  a  natural  recovery,  with  or  without  the 
■employment  of  splints.  Rectification  by  manual  force,  or  by 
some  planned  osteotomy,  has  in  these  cases  to  be  adopted,  and  in 
the  younger  patients  what  is  termed  the  “  redressement  brusque  ” 
is  often  performed  with  good  results  in  properly  chosen  cases.  It 
is  difficult  to  be  certain  what  happens  when  a  knock-knee  is  thus 
straightened  by  main  force  ;  but  the  probability  is  that  a  partial 
separation  of  the  epiphysis  of  the  femur  or  a  fracture  in  the 
neighbourhood  takes  place.  After  the  straightening  the  limb 
must  be  fixed  in  its  new  position  by  suitable  splints  or  in  plaster- 
of-Paris  for  two  or  three  weeks.  The  success  attending  the 
supra-condylar  linear  sections  above  the  knee-joint  has  of  late 
years  been  so  marked  that  this  operation,  introduced  by  Macewen, 
is  now  the  one  almost  exclusively  performed  either  with  the  chisel 
or  the  saw,  and  with  only  unimportant  differences  from  the 
original  plan.  The  operation  is  a  simple  one,  and  should  in  all 
■cases  run  an  aseptic  course,  any  suppuration  after  its  performance 
being  as  rare  as  it  is  after  a  tenotomy.  Of  late  years  a  very  large 
number  of  osteotomies  for  knock-knee  have  been  performed,  both 
in  rickety  children  and  in  adolescents.  It  is  therefore  of  some 
importance  to  ascertain  if  there  is  any  alteration  in  the  growth  of 
the  limbs  after  operation.  There  is,  of  course,  no  question  as  to 
the  immediate  increase  in  stature,  or  rather  in  length  of  lower 
limb.  In  respect  of  the  future  growth  of  the  limb,  the  outcome 
of  inquiry  into  the  after-history  of  the  children  operated  on  by  me 
for  genu  valgum  by  linear  osteotomy  has  brought  no  case  to  light 
of  arrested  growth  which  could  be  traced  to  that  operation. 

Speaking  generally,  cases  of  marked  rickety  knock-knee  do  not 
present  themselves  for  treatment  after  the  age  of  six  or  seven, 
slight  cases  of  awkward  shaky  knees,  of  course,  are  common  enough. 
But  towards  the  later  years  of  adolescence,  before  and  after  the 
occurrence  of  puberty,  there  is  no  doubt  very  frequently  found  a 
departure  from  healthy  growth  and  nutrition  of  the' long  bones. 
There  are  two  distinct  forms  of  these  disturbances,  in  both,  bandy 
leg,  knock-knee,  and  other  deformities  may  be  present,  and  unfor¬ 
tunately  to  both  the  term  rickets  has  been  applied.  Considerable 
confusion  has  resulted  as  to  the  exact  meaning  and  inter-relation 
of  the  conditions  of  late  rickets,  and  of  that  tendency  to  deformity 
which  has  come  to  be  called  by  many  “  adolescent  rickets.”  It 
may  be  taken  for  certain  that  the  original  word  was  applied  at 
first  exclusively  to  the  nutritive  disorder  of  childhood  which 
Glisson  first  described,  and  it  still  seems  that  for  clearness  and 
general  clinical  accuracy  this  plan  is  the  best  to  adopt.  But  if  we 
do  so,  it  is  necessary  to  recognise  that  sometimes,  but  very  rarely, 
cases  are  found  of  deformity  deficient  of  nutrition,  and  arrest  of 
growth,  which  can  hardly  be  differentiated  from  what  is  found  in 
the  rickets  of  childhood,  and  which  may  rightly  be  called  late. 
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Certain  differences  there  are,  notably  about  the  head,  which  is 
never,  I  believe,  characteristically  rickety,  while  there  is  no  evi¬ 
dence  of  the  existence  of  any  of  the  abdominal  troubles  which  are 
common  in  infantile  rickets.  A  typical  case  was  reported  by  Mr. 
Clutton  in  the  St.  Thomas’s  Hospital  Reports.  At  the  time  the 
patient  was  twelve  years  old,  was  not  rickety  when  a  child,  and 
was  4ft.  3gin.  high.  The  legs  and  thighs  first  became  bandy  at 
ten  years  and  a  half,  and  later  the  wrists,  knees,  and  ankles 
became  swollen  at  their  epiphyses;  the  ribs  were  beaded.  A 
similar  case  is  reported  by  Mr.  Pitts.  Then  Dr.  Drewitt’s  well- 
known  case,  shown  in  November,  1880,  at  the  Pathological 
Society,  at  the  age  of  ten,  who  died  eighteen  months  later,  and 
whose  skeleton  was  pronounced  to  be  rickety  by  a  committee  of 
that  Society.  In  our  museum  there  are  two  skeletons  showing 
this  condition,  one  of  which  I  here  show.  The  museums  of  St. 
.Bartholomew’s,  King’s  College,  and  the  Middlesex  Hospital  also 
possess  specimens.  I  have  only  myself  met  with  one  case  in 
which  the  rickety  appearance  was  well  marked.  The  disease 
commenced  at  the  age  of  thirteen.  There  seems,  therefore,  to  be 
no  reasonable  doubt  that  cases  do  occur  in  which  arrest,  charac¬ 
teristic  epiphysial  changes,  and  curvature  of  bones  which  can 
hardly  be  distinguished  from  those  of  rickets  of  infancy  and 
childhood.  To  these  the  term  u  late  rickets  ”  may  rightly  be 
applied,  but  they  are  exceptional  and  rare.  The  adoption  of  the 
term  u  adolescent  rickets,”  which  has  been  lately  used  to  express  a 
well-known  fact — namely,  that  about  puberty  there  is  a  tendency 
to  curvature  of  long  bones,  often  with  pain  at  the  epiphyses,, 
bandy-leg,  and  especially  of  knock-knee  and  flat-foot — is,  I  think, 
an  unfortunate  one,  although  we  owe  the  suggestion  to  a  great 
authority,  Professor  William  Macewen.  it  is  difficult  to  see  what 
these  cases  have  in  common  with  any  form  of  rickets.  There  is 
no  arrest  of  growth,  or  beading  of  the  ribs,  or  any  such  enlarge¬ 
ment  at  the  epiphyses  as  we  have  recognised  before.  It  will 
probably  be  clinically  far  more  correct  to  group  all  these  cases  of 
deformity  at  puberty  under  the  same  head,  or  as  being  more 
nearly  allied  to  cases  of  lateral  curvature,  which,  developing  at 
this  time,  have  long  been  recognised  not  to  be  rickety  in  nature. 
They  have  in  common  age,  rapid  growth,  and  great  capacity  for 
improvement  under  manipulation,  and  the  employment  of  regu¬ 
lated  muscular  exercises. 

The  extent  to  which  the  word  rickets  may  be  stretched  in 
connection  with  these  deformities  of  puberty,  and  even  later,  was 
a  very  marked  feature  in  the  discussion  on  rickets  at  the  meeting 
of  the  MedicalAssociation  at  Glasgow  in  1888,  where  it  was  sug¬ 
gested  that  lateral  curvature  itself  should  be  grouped  as  a  form  of 
adolescent  rickets,  and  little  attention  appeared  to  be  given  to 
the  many  and  serious  differences  which  exist  between  the  well- 
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marked  disease  of  rickets  of  infancy  and  childhood,  or  even  the 
rare  true  late  rickets  of  puberty,  and  the  somewhat  miscellaneous 
collection  of  malformations  of  the  limbs  and  trunk,  often  attended 
with  overgrowth,  with  muscular  feebleness  and  relaxation  of 
ligamentous  tissues,  but  rarely  if  ever  with  arrest  of  growth,  and 
show  no  tendency  to  spontaneous  recovery.  But  though  these 
curvatures  do  not  grow  straight  of  themselves,  even  in  the 
slighter  cases,  they  are  amenable  to  treatment  by  arrangements 
for  partial  restraint  and  support,  as  by  splints,  &c\,  much  in  the 
same  way  as  the  truly  rickety  cases  in  early  life  are,  and  bathing, 
shampooing,  &c.,  are  as  useful  now  as  ever.  The  results  of  these 
mechanical  methods  are,  however,  now  stated  by  an  increasing 
number  of  surgeons  to  be  less  satisfactory  than  the  improvement 
which  regulated  muscular  exercise,  properly  directed,  will  effect. 
The  arguments  in  favour  of  so  treating  flat-foot  and  knock-knee, 
which  are  urged  by  Mr.  Ellis  and  others,  are  very  strong  ;  but  the 
question  is  still  to  be  settled  as  to  the  amount  of  confidence  with 
which  a  cure  of,  for  example,  a  severe  knock-knee  can  be  effected 
from  muscular  education  alone.  On  the  other  hand,  in  severe 
cases,  osteotomy  by  linear  section  for  curved  femora,  for  knock- 
knee,  and  for  lateral  tibial  curves,  are  all  operations  which  are  safe 
and  efficient.  Anterior  tibial  curves  are,  fortunately,  not  common 
in  any  severity,  in  these  later  deformities. — Lancet ,  Aug.  30,  p.  432. 


47.— ON  THE  DISCHARGE  OF  BLOOD  AND  OF  WATERY 
FLUID  IN  FRACTURE  OF  THE  BASE  OF  THE  SKULL. 

By  William  Henry  Battle,  F.R.C.S.,  Hunterian  Professor  of 
Surgery  and  Pathology,  Royal  College  of  Surgeons,  England ; 

Assistant  Surgeon  to  the  Royal  Free  Hospital. 

[In  the  first  of  his  lectures  on  Some  Points  relating  to  Injuries  to 
the  Head,  Mr.  Battle  speaks  of  the  two  classical  signs  of  Fracture 
of  the  Base  as  follows.] 

Let  us  consider  the  symptoms  on  the  presence  of  which  we  have 
to  depend  for  the  diagnosis  of  fracture  in  one  or  more  of  the  fossee 
into  which  the  base  of  the  skull  is  subdivided.  The  symptom 
most  commonly  met  with,  and  the  one  on  which  we  rely,  more 
especially  in  those  cases  which  come  under  our  notice  soon  after 
the  infliction  of  the  injury,  is  hemorrhage  from  the  seat  of  the 
fracture  and  its  appearance  in  the  neighbouring  tissues,  or  its  escape 
from  the  nose,  the  mouth,  or  the  ear,  and  not  unfrequently  its 
presence  in  the  matters  ejected  from  the  stomach.  The  great 
vascularity  of  the  mucous  membrane  of  the  nose  renders  it  liable 
to  bleed  readily  when  injury  has  been  done  to  the  anterior  part  of 
the  head  by  a  fall  or  blow,  which  may  have  caused  a  laceration  of 
the  mucous  membrane  lining  it,  or  a  fracture  of  some  of  the  bones 
entering  into  its  formation  ;  and  it  is  necessary  to  examine  as  to  the 
yol.  on.  t 
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local  effect  of  injury  and  the  presence  of  other  indications  before 
epistaxis  can  be  regarded  as  a  useful  sign.  In  the  cases  in  which 
fracture  of  the  anterior  fossa  was  diagnosed  sixteen  had  hemorrhage 
from  the  nose;  but  in  the  majority  this  was  combined  with  other 
symptoms,  such  as  hemorrhage,  to  a  greater  or  lesser  extent,  into 
one  or  both  orbits,  or  from  the  mouth,  and  in  those  instances  in 
which  there  was  reason  for  suspecting  a  fracture  of  the  middle  fossa 
also  it  was  present  in  fifteen.  In  one  patient  the  hemorrhage  from 
the  nose  continued  for  three  days  ;  in  another  it  was  very  free  when 
lying  on  the  left  side,  and  continued  for  four  hours.  As  a  rule,  it 
was  profuse  at  first  and  did  not  recur ;  but  one  patient  had  a  return 
on  the  second  and  fourth  days  after  the  injury,  and  another  on  the 
fifth  and  seventh  days.  In  the  fatal  cases  it  was  a  symptom  in 
sixteen,  but  in  only  nine  was  any  fracture  of  the  anterior  fossa 
found  at  the  post-mortem  examination. 

Hemorrhage  from  the  mouth  is  also  unreliable  unless  accompanied 
by  other  signs.  This  symptom  was  present  in  ten  cases,  in  five  of 
which  fracture  of  the  lower,  and  in  two  fracture  of  the  upper  jaw, 
was  found.  Of  fatal  cases,  nine  had  bleeding  from  the  mouth,  and 
of  these  one  was  dependent  upon  fracture  in  the  anterior  fossa, 
involving  the  cribriform  plate,  and  eight  accompanied  fracture  in 
the  middle  fossa.  Once  the  bleeding  was  free  and  appeared  to  be 
arterial,  for  it  was  of  a  bright  cherry-red  colour  and.  profuse.  In 
some  of  these  the  blood  probably  came  from  the  mucous  membrane 
of  the  pharynx,  but  the  difficulty  in  examination  of  the  fauces  and 
pharynx  during  the  period  that  this  symptom  is  met  with  is  great, 
and  I  can  offer  no  definite  statement  from  personal  observation.  In 
a  case  recorded  by  Aran  the  bleeding  came  from  a  rupture  of  the 
internal  jugular  vein.  Hardly  separable  from  these  two  signs, 
hemorrhage  from  the  nose  and  mouth,  is  the  appearance  of  blood 
in  the  vomit,  and  whenever  this  was  sufficient  to  attract  attention 
one  or  both  of  them  was  present,  sometimes  to  a  marked  extent. 
Once  the  vomiting  continued  the  whole  of  the  first  day,  and  the 
quantity  of  blood  in  the  vomited  material  was  large  ;  on  another 
occasion  a  patient  vomited  blood  on  the  sixth,  seventh,  and  eighth 
days  after  admission  without  apparent  cause.  The  possibility  of  its 
being  a  symptom  of  pre-existing  disease  of  the  digestive  tract  must 
be  borne  in  mind,  though  such  a  complication  is  undoubtedly  very 
rare.  The  blood  vomited  occasionally  has  the  appearance  of 
“  coffee  grounds  ”  if  it  has  been  retained  in  the  stomach  for  some 
time,  and  so  simulates  more  closely  the  hemorrhage  of  some  forms 
of  gastric  disease.  Hemorrhage  from  the  ears  is  acknowledged  to 
be  a  most  important  sign  of  fracture  in  the  middle  fossa  ;  this 
applies  more  especially  when  the  bleeding  is  copious  and  sustained. 
Thus,  of  the  fatal  cases  of  fracture  only  involving  the  middle  fossa, 
there  was  bleeding  from  the  ears  in  ten  out  of  the  thirteen,  and  the 
amount  of  blood  lost  varied  considerably ;  most  commonly  it  trickled 
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from  the  ear,  but  was  computed  at  thirty  ounces  in  a  short  period 
of  time  in  the  case  of  one  patient  whose  clothes  were  saturated  with 
blood,  and  was  present,  in  eleven  where  the  fracture  involved  other 
fossae  as  well  as  the  middle  fossa. 

Most  of  the  cases  recovered  in  which  the  fracture  was  supposed 
to  be  in  the  middle  fossa,  and  the  diagnosis  of  the  position  of  the 
fracture  was  largely  based  on  the  occurrence  of  hemorrhage  from 
the  ear.  Thus,  out  of  eighty-two,  blood  came  from  the  right  ear 
in  thirty-two,  from  the  left  in  thirty-three,  and  from  both  ears  in 
nine.  Not  infrequently  the  hemorrhage  recurred.  This  happened 
in  different  patients  as  late  as  the  fifth,  sixth,  and  seventh  days 
respectively.  At  no  time  did  it  last  longer  than  a  week  after 
admission,  but  flowed  freely  for  the  whole  of  that  time  in  one.  In 
one  of  the  patients  it  was  considered  advisable  to  examine  the 
■condition  of  the  membrana  tympani  on  the  second  day,  to  see 
whether  it  presented  a  rupture,  but  the  necessary  removal  of  the 
clot  which  blocked  the  external  meatus  produced  renewed  hemor¬ 
rhage,  w’hich  went  on  for  hours.  In  the  main,  these  observations 
confirm  the  opinion  that  immediate  profuse  and  continued  bleeding 
from  the  ear  is  an  important  sign  of  fracture  of  the  middle  fossa, 
and  of  a  fracture  passing  through  the  tympanum  associated  with  a 
rupture  of  the  membrana  tympani,  also  that  that  fracture  has  lacer¬ 
ated  some  of  the  vascular  channels  round  the  petrous  bone. 

Mr,  Erichsen  says  that  “ copious  hemorrhage  from  the  ear,  to  the 
■extent  of  many  ounces,  has  been  known  to  occur  from  a  fracture  of 
the  anterior  and  inferior  part  of  the  meatus  auditorius  externus,  in 
■consequence  of  the  condyle  of  the  lower  jaw  being  forcibly  driven 
up  against  it,  the  jaw  itself  having  been  fractured.”  And,  in  con¬ 
firmation  of  the  fact  that  this  occasionally  happens,  I  have  here  a 
specimen  removed  by  Mr.  E.  C.  Stabb  from  the  body  of  a  patient 
who  died  in  the  Itoyal  Free  Hospital  under  the  care  of  my  senior 
colleague,  Mr.  Gant,  to  whom  I  am  indebted  for  permission  to  bring 
the  case  forward.  In  this  you  will  see  a  very  unusual  association 
of  fractures — fracture  of  the  bony  wall  of  the  external  meatus  and 
also  a  fracture  of  the  petrous  part  of  the  temporal  bone ;  but  there 
was  no  rupture  of  the  membrana  tympani ;  so  that,  although  a 
fracture  of  the  posterior  and  middle  fossas  of  the  skull  was  correctly 
diagnosed,  that  in  the  latter  position  was  supposed  to  be  indicated 
by  the  bleeding  from  the  ear,  which  in  reality  came  only  from 
the  external  meatus. 

Other  cases  were  observed  in  which  after  death  a  fracture  was 
found  in  the  middle  fossa  of  the  skull,  and  in  which  during  life  no 
satisfactory  evidence  was  forthcoming  as  to  the  situation  of  the 
fracture,  there  being  no  hemorrhage  or  discharge  from  the  ear. 
There  were  eight  of  these  fractures.  None  of  them  involved  that 
portion  of  the  petrous  bone  which  contains  the  auditory  apparatus. 
■Of  those  recovering  after  supposed  fractured  base  hemorrhage  from 
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the  ear  was  accompanied  with  epistaxis  in  fourteen  cases,  with 
hemorrhage  from  the  nose  and  mouth  in  four.  In  three  fatal 
cases  there  was  hemorrhage  from  the  nose  and  ear ;  in  two  from 
the  nose,  ears,  and  mouth.  A  very  rare  phenomenon,  of  which  I 
have  only  found  two  cases,  is  hemorrhage  from  the  eyes.  It  is  a 
symptom  to  which  much  importance  cannot  he  attached,  and  prob¬ 
ably  depends  on  slight  laceration  of  the  conjunctiva,  but  I  am 
bound  to  admit  that  no  wound  was  found  in  either  case.  The  blood 
might  possibly  have  escaped  from  the  lacrymal  canals.  The  patients 
who  presented  this  symptom  were  both  severely  injured. 

Another  not  infrequent  and  most  important  sign  when  present 
is  the  discharge  of  a  watery  fluid  from  the  ear  or  from  the  nose, 
and  sometimes  from  the  vault  of  the  skull  in  severe  injuries  of 
that  part  accompanied  by  fracture  of  the  bone. 

Berard  and  Nelaton  suggested  that  it  might  be  due  to  the 
escape  of  the  cerebro-spinal  fluid,  and  Robert  proved  that  in  many 
instances  this  is  so.  I  say  in  many  instances  because  it  has  been 
proved  that  watery  fluid  to  a  very  considerable  extent  may  flow 
from  the  ear,  and  there  may  not  be  any  fracture  found  even  on 
the  most  careful  examination  of  the  petrous  bone.  I  have  not 
been  able  to  find  any  instances  which  illustrate  this  statement 
better,  or  which  are  founded  on  better  evidence,  than  those 
which  rest  on  the  authority  of  Mr.  Gray  and  Mr.  Holmes. 
These  are  well  known,  but  the  fact  is  important,  and  I  must  briefly 
refer  to  them. 

Mr.  Gray  communicated  to  the  Pathological  Society  the  account 
of  a  man  who,  after  an  injury  to  the  head  with  a  small  scalp 
wound  on  the  right  side,  had  a  considerable  and  long-continued 
discharge  from  the  ear.  Seven  days  after  admission  he  died  from 
diffuse  inflammation  of  the  areolar  tissue  of  the  scalp.  The  dis¬ 
charge  from  the  ear,  varying  somewhat  in  quantity,  continued 
from  the  time  of  his  accident,  when  it  was  mixed  with  blood, 
until  the  day  previous  to  his  death,  and  it  saturated  the  pillow¬ 
case,  but  although  repeatedly  collected  does  not  appear  to  have 
been  analysed  chemically.  At  the  necropsy,  there  was  a  fracture 
of  the  occipital  bone  on  the  right  side  with  some  comminution, 
and  another  to  the  left  of  the  foramen  magnum,  extending  from 
that  to  the  back  part  of  the  left  jugular  foramen.  The  tube  of 
arachnoid  membrane  which  accompanied  the  seventh  pair  was 
quite  normal,  but  a  minute  quantity  of  blood  was  found  in  the 
subarachnoid  tissue  surrounding  the  nerves.  The  cavity  of  the 
tympanum  was  full  of  a  thick,  tenacious,  muco-purulent  secretion, 
and  a  similar  secretion  was  found  at  the  tympanic  orifice  of  the 
Eustachian  tube  and  also  in  the  mastoid  cells.  The  lining  mem¬ 
brane  of  the  tympanum  and  parts  communicating  was  intensely 
^vascular.  The  membrana  tympani  was  ruptured. 

Mr.  Holmes’  patient  was  admitted  with  bleeding  from  the  ear. 
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which  was  followed  by  a  copious  watery  discharge.  When 
■examined  after  death  the  most  careful  search  discovered  no  frac¬ 
ture  in  the  petrous  bone  and  no  injury  of  any  kind  to  the  cavity  of 
the  tympanum  or  internal  ear.  The  discharge  was  dependent 
upon  fracture  of  the  lower  jaw  just  below  the  condyle,  the  lower 
fragment  having  perforated  the  wall  of  the  meatus  auditorius.  In 
the  former  case  the  fluid  appeared  to  have  been  derived  from  the 
mucous  lining  of  the  middle  ear  and  its  accessory  cavities,  and  in 
the  latter  from  the  wounded  meatus,  possibly  also  from  the  lining 
membrane  of  the  articulation  of  the  jaw.  Although  there  are 
many  statements  with  regard  to  fractures  in  the  temporal  bone 
made  by  Dr.  Duck,  in  his  article  on  Injuries  and  Diseases  of  the 
Ear  in  the  International  Encyclopaedia  of  Surgery,  with  which  I 
cannot  agree,  there  is  one  which  seems  a  very  good  suggestion 
with  regard  to  some  of  these  watery  discharges.  Speaking  of 
fracture,  with  laceration  of  mucous  membrane  in  the  ear  and 
rupture  of  the  membrana  tympani,  he  says :  “  Such  a  laceration  of 
the  parts  is  sure  to  be  followed  by  inflammation,  and  this  inflam¬ 
mation  will  be  proportionate  to  the  degree  of  damage  done  to 
parts.  A  profuse  and  sometimes  long-continued  watery  discharge 
from  the  middle  ear  by  way  of  the  external  auditory  canal  is  a 
well-known  characteristic  of  an  ordinary  non-traumatie  acute 
inflammation  of  the  middle  ear,  provided  that  an  opening  has  been 
established,  either  by  natural  or  by  artificial  means,  in  the  mem¬ 
brana  tympani,”  &c.  In  many  instances,  if  poured  out  in  large 
quantities  so  as  to  permit  of  examination  when  free  from  dis¬ 
colouration  by  blood,  the  watery  discharge  will  be  found  to  have 
the  same  limpid,  clean  appearance  as  the  cerebro-spinal  fluid,  but 
occasionally  has  a  higher  specific  gravity  (in  one  case  it  was  1013), 
abundance  of  chlorides,  a  very  small  amount  of  albumen  as  indi¬ 
cated  by  the  usual  tests,  merely  enough  to  produce  a  whitish 
opacity,  and  a  trace  of  some  substance  which  for  a  long  time  was 
regarded  as  sugar,  but  which  Dr.  Halliburton  identifies  with 
pyrocateehin.  This  substance  reduces  Fehling’s  solution,  but 
does  not  answer  to  some  other  tests  for  sugar.  The  flow  may  be 
accelerated,  as  Hilton  proved,  by  increase  of  the  intra-cranial 
vascular  pressure,  produced  by  compression  of  the  jugular  veins 
whilst  the  nose  and  month  are  covered  ;  and  it  may  be  increased 
by  coughing  or  other  strain,  as  in  patients  who  were  under 
observation  in  St.  Thomas’s  Hospital.  The  quantity  of  this  fluid 
that  may  be  collected  is  occasionally  very  large  ;  sometimes,  run¬ 
ning  from  the  ear  in  a  continuous  stream,  it  saturates  the  pillow 
and  bedclothing.  In  one  case,  during  the  course  of  five  hours,  this 
amounted  to  three  pints,  and,  as  the  flow  continued  for  ten  days 
without  ceasing,  the  quantity  which  came  away  during  that  time 
was,  indeed,  enormous. 

Sir  Prescott  Hewett,  who  has  done  much  for  the  surgery  of 
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this  part  of  the  body,  divides  these  cases  into  three  classes:  F 
Where  the  fluid  from  the  ear  is  plentiful  and  of  a  decidedly 
watery  character  immediately  after  the  accident,  this  flow  is  due 
to  the  escape  of  cerebro-spinal  fluid,  as  a  consequence  of  fracture 
of  the  petrous  bone  implicating  the  internal  auditory  canal  and 
its  membranes.  Three  cases  amongst  those  which  proved  fatal 
come  under  this  heading.  In  two  the  fracture  extended  into  the 
internal  auditory  meatus,  and  during  life  was  accompanied  with 
evidence  of  facial  paralysis  on  that  side.  In  a  third  case  the 
fracture  extended  across  the  meatus  internus.  2.  Where  the 
watery  discharge  from  the  ear  is  preceded  by  copious  and  pro¬ 
longed  hemorrhage,  a  fracture  of  the  petrous  bone  may  be  safely 
diagnosed,  but  it  cannot  be  said  that  the  fracture  follows  any 
particular  course.  Five  of  the  fatal  cases  presented  this  sequence 
of  the  discharge,  and  in  all  there  was  a  fracture  of  the  petrous 
bone  ;  in  one  the  internal  auditory  meatus  was  involved  and  the 
facial  nerve  torn.  3.  Where  there  is  a  discharge  of  blood  only,, 
neither  copious  nor  prolonged,  which  is  followed  by  a  watery  dis¬ 
charge,  varying  as  to  the  time  of  its  appearance,  varying  also  as 
to  its  quantity.  It  may  be  present  within  a  few  hours  after  the- 
accident ;  it  may  be  profuse  within  a  few  hours  after  its  appear¬ 
ance.  These  are  the  cases  in  which  it  has  been  proved  that  the 
diagnosis  is  doubtful.  The  fact  that  too  much  reliance  should  not 
be  placed  on  this  symptom  is  illustrated  by  the  case  of  one  patient,, 
a  child  aged  three  years  and  a  half,  who  was  under  observation ; 
the  discharge  followed  slight  hemorrhage  from  the  left  ear,  and 
continued  for  two  days  in  no  great  quantity.  After  death,  which 
occurred  on  the  third  day  following  the  injury,  although  there 
was  a  fracture  in  each  fossa  of  the  base,  including  the  middle 
fossa  on  the  left  side,  it  did  not  involve  any  part  of  the  auditory 
apparatus. 

I  am  of  opinion  that  more  reliance  should  be  placed  on  chemical 
analysis  of  watery  discharges  from  the  head.  If  these  show  on 
examination  the  presence  of  a  large  amount  of  chlorides,  and  give 
the  sugar  reaction  to  Fehling's  solution,  then  we  may  say  that 
there  is  a  fracture  and  communication  with  the  subarachnoid 
space  through  a  tear  in  the  tubular  prolongation  of  the  mem¬ 
branes  which  surrounds  the  facial  and  auditory  nerves.  And  this 
applies  although  there  be  some  albumen  from  admixture  with 
serum,  blood,  or  secretion  from  the  ear.  Sometimes,  however,  the 
watery  discharge  is  not  in  quantity  sufficient  to  permit  of  its 
being  collected,  and  of  our  applying  the  usual  tests  to  it.  We 
must  then,  I  think,  be  guided  by  the  amount  of  the  hemorrhage 
as  to  the  presence  of  fracture,  and  the  onset  of  facial  paralysis  or 
deafness,  dating  only  from  the  injury  as  to  its  extension  into  the 
internal  auditory  meatus  and  subarachnoid  space. 

Out  of  thirty-six  cases  presenting  this  phenomenon  one-fourth 
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died,  although  in  none  of  the  nine  fatal  cases  could  it  he  said  that 
death  ensued  in  consequence  of  the  opening  up  of  the  subarach¬ 
noid  space,  yet  in  one  the  fracture  of  the  petrous  bone  gave  oppor¬ 
tunity  for  purulent  infection  of  the  meninges,  which  caused 
death. 

Another  source  of  infection  and  a  most  dangerous  condition  for 
the  patient  is  the  presence  of  otitis  media  of  old  standing,  or 
the  existence  of  some  septic  purulent  discharge  from  the  ear  before 
the  injury  to  the  head,  whether  that  injury  be  followed  by  simple 
hemorrhage  or  by  hemorrhage  and  then  a  watery  discharge. 

The  attention  of  the  profession  was  first  drawn  to  the  fact  that 
watery  discharges  occasionally  come  from  the  nose  after  head  in¬ 
juries  by  Blandin,  who  reported  a  case  in  1840,  that  of  a  man  aged 
thirty-two,  who  had  shot  himself  with  a  medium-sized  pistol,  the 
bullet  of  which  had  lodged  in  the  sella  turcica,  destroying  part  of 
the  pituitary  body.  “  There  flowed  from  the  nostrils  a  quantity 
of  bloody  serum  truly  enormous.”  M.  Robert  recorded  another 
case  five  37ears  afterwards,  and  proved  the  identity  of  the  fluid 
with  the  cerebro-spinal,  and  the  necropsy  showed  a  fracture  of  the 
sella  turcica  and  laceration  of  the  overlying  dura  mater  and  arach¬ 
noid  covering  the  anterior  lobes  of  the  brain. 

I  have  only  met  with  discharge  from  the  nose  twice  after  severe 
head  injury,  and  its  importance  and  character  were  very  doubtful 
in  the  first  of  these,  a  boy  aged  thirteen,  who  was  under  the  care  of 
Mr.  Sydney  Jones. 

Writing  on  the  subject  of  nasal  discharge  after  injuries  which 
had  been  supposed  to  produce  fracture  of  the  base  of  the  skull,  as 
indicated  by  a  discharge  from  the  nose,  M.  Robert  drew  attention 
to  the  occasional  flow  of  limpid  salt  fluid,  sometimes  in  considerable 
quantity,  from  the  nose,  independent  of  traumatism,  and  mentions 
a  patient  who  could  fill  a  wune-glass  in  the  space  of  an  hour,  and 
saturated  twenty-five  to  thirty  handkerchiefs  in  the  course  of 
the  day. 

Protrusion  of  the  brain  substance  after  an  injury  to  the 
head  which  has  caused  a  fracture  of  the  base  of  the  skull  is 
an  occurrence  of  very  great  rarity  ;  in  only  one  of  the  fifty -four  cases 
of  fatal  injury  is  it  recorded,  and  then  it  was  through  a  fracture 
of  the  middle  fossa.  Indicating  as  it  does  a  most  severe  injury  to 
the  base  as  well  as  to  the  brain,  it  is  not  surprising  that  such  cases 
have  usually  had  a  fatal  ending.  There  are,  however,  instances  on 
record  in  which  its  escape  from  the  ear  or  from  the  nose  has  been 
observed,  and  yet  recovery,  apparently  complete  in  every  respect, 
has  ensued.  I  find  an  account  given  of  the  occurrence  of  the 
latter  not  followed  by  a  fatal  issue  reported  by  Mr.  Luther  Holden 
— a  compound  fracture  of  the  skull  in  a  man  of  forty,  in 
whom  there  was  an  escape  of  cerebral  matter  from  the  wound  and 
through  the  nostril. — Lancet ,  July  5,  1890,  p.  3. 
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48.— ON  EXTRAVASATION  IN  THE  MASTOID  REGION  IN 
FRACTURE  OF  THE  BASE  OF  THE  SKULL. 

By  William  Henry  Battle,  Hunterian  Professor,  R.O.S. 

Another  sign  of  fracture  of  the  base  of  the  skull  is  the 
appearance  of  extravasated  blood  in  the  mastoid  region  after 
an  injury  to  the  head.  I  consider  it,  under  certain  circumstances, 
to  be  a  most  important  indication  that  the  posterior  fossa  of 
the  skull  is  the  seat  of  the  fracture.  Sir  Prescott  Hewett  writes  : 
“  Extravasation  of  blood,  and  consequent  discolouration  of 
the  skin,  appearing  in  the  mastoid  region  some  hours  after  a  severe 
injury  to  the  head,  may  lead  to  the  suspicion  of  a  fracture 
involving  the  posterior  part  of  the  base  ;  and  all  the  more  valuable 
will  this  sign  become  if  the  injury  did  not  bear  directly  upon  this 
region,  and  especially  if  it  bore  upon  the  opposite  side  the  head.,> 
Observations  on  this  subject  lead  me  to  the  following  conclusions 
with  regard  to  “  mastoid  ecchymosis.”  That  it  appears,  in  the  first 
place,  in  front  of  the  apex  of  the  mastoid  process.  That  it  often 
spreads  upwards  over  the  mastoid  in  a  line,  slightly  curved, 
and  with  the  convexity  backwards,  its  direction  being  approxi¬ 
mately  that  of  the  outline  of  the  external  ear,  from  which  it 
is  distant  half  to  three-quarters  of  an  inch.  At  the  end  of  three 
or  four  days  after  its  appearance,  it  diffuses  itself  forwards  and 
backwards,  chiefly,  however,  in  the  latter  direction,  being  most 
marked  in  the  original  line,  and  then  gradually  disappears  ; 
that  it  usually  shows  from  the  third  to  the  fourth  day  after 
the  injury,  but  its  appearance  may  be  delayed  until  the  twelfth  or 
fourteenth  day.  If  the  injury  which  is  in  the  occipital  region  is  to 
the  right  of  the  middle  line,  the  ecchymosis  will  appear  on 
that  side  over  the  anterior  part  of  the  apex  of  the  mastoid  process ; 
that  it  may  be  accompanied  with  oedema  and  tenderness  over  the 
process  ;  that  the  duration  of  the  time  which  elapses  between  the 
receipt  of  the  injury  and  the  appearance  of  the  extravasation  is  to  some 
extent  an  indication  of  the  distance  of  the  fracture  from  the 
process,  the  blood  being  compelled  to  travel  by  a  certain  anatomical 
route  in  order  to  reach  the  surface  ;  that  unless  search  be  made  for 
the  extravasation,  it  is  very  apt  to  be  overlooked,  as  the  ear 
conceals  it,  especially  if  the  ear  is  large  or  the  head  of  the  patient 
has  not  been  shaved.  Should  the  fracture  have  taken  place  in  the 
middle  line  of  the  occipital  bone,  or  should  there  be  two  or  more 
lines  of  fracture  diverging  towards  the  foramen  magnum  from 
a  point  in  the  middle  line,  the  extravasation  may  appear  on  both 
sides  and  at  a  varying  interval. 

In  17  cases  of  patients  with  supposed  fracture  of  the  posterior 
fossa,  ecchymosis  was  first  ‘perceived  on  the  third  day  in  six  cases, 
on  the  fourth  day  in  three,  on  the  fifth  day  in  four,  on  the  sixth 
day  in  one,  on  the  seventh  day  in  two,  and  on  the  twelfth  day  in 
one  instance.  Whilst  in  one  case  it  appeared  also  on  the  opposite 
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side  on  the  fourteenth  day.  I  am  careful  to  say  perceived,  for 
in  more  than  one  instance  it  had  probably  been  overlooked  for 
a  time.  In  one  case  a  necropsy  proved  that  there  had  been  a 
fracture  of  the  posterior  fossa,  of  which  this  extravasation  had 
been  the  only  external  sign.  What  is  the  evidence  afforded 
by  the  examination  of  the  fatal  cases  in  which  mastoid  ecckymosis 
was  observed  during  life  ? 

An  omnibus  driver  aged  sixty-two,  who  had  fallen  on  his  head 
on  the  kerb  when  mounting  to  the  driver’s  seat,  died  nine 
days  later  from  delirium  tremens.  On  the  fifth  day  ecchymosis  was 
noticed  over  the  right  mastoid  process.  At  the  post-mortem 
examination  Dr.  Sharkey  found  two  fractures  running  from  the 
occipital  protuberance  obliquely  downwards  on  the  right  and  left. 
That  on  the  right  side  was  by  far  the  most  severe,  and  ran  across 
the  groove  of  the  lateral  sinus,  and  across  the  right  petrous  bone 
and  middle  ear.  The  fracture  on  the  left  only  amounted  to  a 
crack  which  did  not  allow  of  movement  of  the  bones  on  each  side 
of  it,  and  stopped  short  of  the  temporal  bone.  A  boy  aged 
one  year  and  nine  months,  who  presented,  in  addition  to  other 
symptoms,  bruising  over  the  tip  of  the  left  mastoid  process  on  the 
third  day,  died  fourteen  days  after  the  injury,  and  Dr.  Sharkey 
reported  as  a  result  of  the  examination  :  “  The  left  occipital  bone 
was  divided  by  a  fracture  which  ran  from  the  margin  of  the 
foramen  magnum  along  the  left  side  to  its  junction  with  the 
parietal ;  it  did  not  quite  go  through  the  margin  of  the  fora¬ 
men  magnum,”  &c.  The  fracture  on  the  left  side  in  the  omnibus 
driver,  whose  case  is  alluded  to  above,  did  not  give  rise  to 
extravasation  over  the  mastoid  process,  although  he  lived  nine 
days ;  it  only  amounted  to  a  mere  crack.  That  it  is  necessary  for 
for  the  production  of  this  sign  that  there  should  be  a  complete 
fracture,  one  penetrating  both  tables,  was  also  shown  in  a  patient 
aged  forty,  who  died  from  meningitis  after  an  injury  to  the 
posterior  part  of  the  skull.  He  was  supposed  from  other 
symptoms  to  have  received  a  fracture  of  the  occipital  bone,  but  no 
mastoid  extravasation  developed.  After  the  post-mortem 
examination  there  was  a  fissured  fracture  extending  across  the  left 
posterior  fossa  to  the  middle  fossa  of  the  same  side,  but  it  only  in¬ 
volved  the  inner  table  of  the  bone. 

The  reason  why  ecchymosis  should  appear  in  the  situation  of  the 
mastoid  apex  is  capable  of  an  anatomical  explanation.  When 
a  fracture  extends  through  the  occipital  bone  towards  the  foramen 
magnum  there  is  an  extravasation  of  blood  along  the  line  of 
fracture  usually  between  the  dura  mater  and  the  bone,  as  well  as 
into  the  muscles  and  intermuscular  planes  across  which  the  frac¬ 
ture  runs.  This  extravasation,  which  varies  in  quantity,  gradually 
makes  its  way  along  the  lines  of  least  resistance  towards  the 
mastoid  process,  in  this  instance  the  planes  of  cellular  tissue 
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between  tbe  muscles  aided  in  its  course  by  the  tonic  contraction',  of 
the  muscles  of  the  part,  by  movements  of  the  head,  and  to  some 
extent  by  the  pressure  of  the  neck  on  the  pillow.  The  difficulties 
presented  by  a  direct  route  towards  the  surface  in  this  region  are* 
very  great,  the  structures  are  dense,  the  muscles  overlap  to  a 
marked  extent  and  are  sometimes  tendinous  in  origin..  The 
valvular  overlapping  of  the  muscles  in  this  part  of  the  body  is 
illustrated  by  preparations  in  the  Museum  of  the  College.  Any 
pressure  from  within  would  only  make  the  route  to  the  surface  less- 
practicable,  excepting  the  way  round  the  mastoid  process.  The 
muscles  are  covered  in  by  the  firm  investment  of  the  deep  cervical 
fascia.  This,  as  you  will  remember,  is  attached  along  the  superior 
curved  line  of  the  occipital  bone  from  the  external  occipital 
protuberance  behind  the  posterior  margin  of  the  sterno-mastoid  in 
front,  where  it  divides,  and  after  enclosing  that  muscle,  the  two- 
investments  unite  again  in  front  of  it.  The  superficial  layer- 
passing  forwards  forms  the  parotid  and  masseteric  fascia,  and  then 
is  attached  to  the  zygoma.  A  prolongation  of  the  deep  layer 
passes,  behind  and  to  the  inner  side  of  the  parotid  gland,  to- 
the  styloid  process.  Ascending  under  cover  of  the  parotid  gland 
to  the  groove  between  the  cartilage  of  the  ear  and  the  mastoid  pro¬ 
cess  is  the  posterior  auricular  artery,  and  it  appears  to  me  that  it 
is  along  this  vessel  that  the  extravasation  makes  its  way,  probably 
aided  by  its  pulsation.  This  would  account  for  the  appearance  of 
the  ecchymosis  in  front  of  the  apex  of  the  mastoid  process  and  the 
course  which  it  takes  afterwards  over  the  process. 

Extravasation  of  blood  into  the  neck  is  said  to  be  an  occasional 
cause  of  a  discolouration  of  the  integuments  over  that  region  and 
an  aid  to  diagnosis  in  cases  of  fractured  base;  but,  as  in  the  case 
of  the  “  black  eye,”  it  is  more  frequently  the  result  of  direct 
injury  and  bruising  of  the  part  where  it  manifests  itself ;  and 
it  must  be  borne  in  mind  that  ecchymosis  about  the  mastoid  process 
will  occasionally  be  met  with  under  similar  circumstances.  I  was 
recently  asked  to  see  a  case  of  supposed  fracture  of  the  posterior 
fossa  of  the  base  of  the  skull  in  which  this  symptom  was  present ; 
there  was,  however,  no  difficulty  in  discriminating  between  the 
two  conditions,  for  the  discolouration  had  appeared  soon  after  the 
infliction  of  the  injury,  was  not  limited  to  the  mastoid  region 
or  more  intense  in  that  part,  and  was  apparent  also  over  the  ear  and 
the  temporal  region.— Lancet,  July  12,  1890,  p.  57. 

49.— OX  THE  OCCURRENCE  OF  OPTIC  NEURITIS  IN  HEAD 

INJURIES. 

By  William  Henry  Battle,  Hunterian  Professor,  R.C.S. 

For  many  years  it  has  been  known  that  injuries  to  the  head  are 
occasionally  followed  by  optic  neuritis,  and  isolated  evidences  of 
this  fact  are  to  be  met  with  in  our  literature.  But  no  systematic 
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or  continued  investigation  was  on  record  in  this  country  previously 
to  the  communications  of  Mr.  Edmunds  and  Mr.  Lawford  to  the 
Ophthalmological  Society  on  that  subject.  These  gentlemen  have 
investigated  this  question  from  a  clinical  as  well  as  from  a  pathologi¬ 
cal  aspect,  and  in  their  last  paper,  which  was  read  in  July,  1887, 
the  result  of  their  investigations  in  twenty-four  cases  is  given,  with 
the  conclusions  to  which  they  have  come.  Frequently  during  the 
progress  of  a  patient  towards  recovery  after  an  injury  to  the  head 
— often,  too,  when  the  tendency  was  to  a  fatal  termination — 
repeated  examinations  with  the  ophthalmoscope  have  revealed  no 
change  in  the  condition  of  the  discs,  and  this  statement  applies  to 
all  kinds  of  head  injury  from  slight  concussion  to  compound 
comminuted  fractures  of  the  skull  with  wounding  of  the  brain 
substance.  Then,  again,  it  is  well  to  exclude  those  in  which 
injury  to  the  frontal  region  was  followed  by  signs  of  inflammation 
in  the  eye  of  the  corresponding  side,  inflammation  which  not 
infrequently  passed  on  to  atrophy  of  the  disc  and  permanent  blind¬ 
ness,  as  cases,  which  I  will  mention  later,  prove.  Two  of  the 
cases  given  by  Messrs.  Edmunds  and  Lawford  come  under  this 
heading,  and  twelve  under  the  former.  We  have,  then,  ten 
remaining  from  their  series  for  consideration,  and  to  these  I  add 
seventeen  which  I  have  observed  since  they  made  their  communi¬ 
cation  to  the  Ophthalmological  Society.  These  seventeen  cases 
are  as  follows  :  Nine  recoveries,  in  which  the  base  was  supposed  to 
have  been  fractured  ;  three  fatal  cases,  in  two  of  which  a  fracture 
of  the  base  was  proved  at  the  post-mortem  examination,  and 
in  one  of  which  a  fracture  of  the  middle  fossa  was  diagnosed,  but 
a  post-mortem  examination  was  not  obtained ;  four  recoveries 
from  concussion  of  the  brain,  in  which  optic  neuritis  was  found  ; 
and  one  fatal  case  of  bullet  wound  of  the  brain,  in  which  there  was 
a  second  attack  of  optic  neuritis.  (Notes  of  these  are  here  omitted.) 

I  should  like,  before  proceeding  further,  to  refer  to  the  results  of 
the  microscopical  examinations  made  by  Messrs.  Edmunds  and 
Lawford  in  four  cases  which  proved  fatal  from  the  severity  of  the 
injury,  and  in  which  the  base  was  involved.  In  two  of  them 
which  were  examined  the  patients  had  only  lived  twenty-four 
hours  after  the  injury.  The  result  is  thus  summarised  :  “  In  those 
four  cases  in  which  there  was  neuritis  the  changes  observed  with 
the  microscope  were,  in  one  case,  present  throughout  the  whole 
length  of  the  nerves, but  confined  to  their  surface  (perineuritis)  and 
in  the  remaining  three  cases  the  changes  did  not  extend  throughout 
the  whole  length  of  the  nerve, but  were  only  found  at  its  proximal  part, 
and  in  one  of  these  three  the  hypernucleation  was  more  marked  at 
the  surface  of  the  nerve  than  in  its  interior.”  The  microscopical 
changes  are  well  illustrated  in  their  paper,  and  through  the 
courtesy  of  Mr.  Edmunds  I  have  been  enabled  to  examine  the 
microscopical  sections  of  the  nerves  from  which  the  illustrations 
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are  taken.  The  change  from  the  normal  which  is  found  consists 
in  a  considerable  increase  in  the  number  of  staining  corpuscles 
seen  in  the  sections,  especially  in  the  trabeculae  between  the  nerve 
bundles.  Sections  from  one  case  show  also  the  existence  of  fluid 
between  the  outer  and  inner  nerve  sheaths,  and  others  from 
another  case  the  presence  of  inflammation  almost  entirely  limited 
to  this  space  with  but  slight  changes  in  the  nerves  themselves. 
It  is  evident,  then,  that  the  inflammatory  process  may  commence 
very  soon  after  the  injury,  and  microscopical  evidence  may  be 
afforded  within  a  comparatively  short  time.  What  is  the  period 
.at  which  we  are  most  likely  to  meet  with  it  at  the  bedside  P  This 
is  a  question  that  I  am  not  able  to  answer  definitely  ;  I  can  only 
mention  the  times  at  which  it  was  found.  Often  the  patients  were 
too  irritable  to  permit  of  examination  during  the  first  day  or 
so  after  admission,  and  others  were  not  examined  until  some  special 
symptom,  such  as  headache,  made  it  appear  possible  that  there 
might  be  a  neuritis.  Of  the  cases  in  which  the  base  was  fractured, 
in  three  it  was  found  on  the  fifth  day,  in  three  on  the  sixth,  in  one 
on  the  seventh,  in  two  on  the  eighth,  in  one  on  the  ninth,  and  in 
one  on  the  tenth  day,  and  not  until  the  fourteenth  day  in  one  and 
the  twenty-sixth  in  another,  though  repeated  examinations  were 
made.  In  the  cases  where  concussion  was  present  without 
evidence  of  injury  to  the  bones  it  was  found  on  the  sixth  day 
in  one,  the  tenth  in  two,  and  the  seventeenth  in  one.  Whilst  in 
the  case  of  bullet  wound  of  brain  the  inflammatory  process  was 
found  when  the  boy  was  examined  two  days  after  the  injury  ;  it  is 
not  possible  to  give  approximate  date  of  onset  of  second  attack. 

Messrs.  Edmunds  and  Lawford  conclude  that  “  optic  neuritis 
•  occurs  with  greater  frequency  in  those  cases  in  which  the  base  of 
the  brain  or  skull  is  affected  than  in  those  in  which  it  is  not. 
The  cases  which  I  have  read  to  you  support  this  conclusion. 
I  would  even  go  further,  and  add  that  it  is  much  more  likely 
to  follow  injuries  inflicted  on  the  posterior  part  of  the  skull  than 
on  the  lateral  or  anterior  aspects.  Thus  it  was  found  in  two 
patients  in  whom  fracture  of  the  middle  fossa  was  diagnosed, 
in  one  with  probable  fracture  in  the  middle  and  anterior  fossas,  in 
three  with  fracture  of  the  middle  and  posterior  fossae,  and  in  six, 
in  which  fracture  of  the  posterior  fossa  was  alone  present — that  is, 
there  was  a  fracture  involving  the  posterior  fossa  in  nine  out 
of  twelve  fractures  of  the  base  in  which  optic  neuritis  was  found 
— a  very  large  proportion. 

That  optic  neuritis  may  be  the  result  of  extension  of  inflamma¬ 
tion  of  traumatic  origin  from  the  membranes  of  the  brain  is  shown 
by  examples  only  too  numerous.  Here  the  meningitis  has  pro¬ 
duced  symptoms  leading  to  diagnosis  of  the  disease  before  the 
ophthalmoscope  has  given  evidence  of  the  inflammation  of  the 
nerves ;  it  is  simply  confirmatory  of  the  opinion  to  which  the 
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surgeon  has  already  come.  Messrs.  Edmunds  and  Lawford  are 
inclined  to  think  the  neuritis  is  due  to  a  meningitis  of  the  base  even 
in  the  cases  that  recover,  and  this  seems  the  most  likely  explana¬ 
tion  ;  if  it  he  so,  however,  we  must  suppose  a  very  localised 
and  subacute  inflammation  not  sufficient  to  produce  any  effect  on 
the  temperature  curve,  for,  as  shown  by  the  charts  of  the  tempera¬ 
ture  in  cases  apparently  uncomplicated  by  wound  of  the  soft  parts, 
severe  cerebral  contusion,  or  fracture  communicating  with  the 
external  air,  judging  from  ophthalmoscopic  examination,  the  tem¬ 
perature  may  be  below  normal  when  the  optic  neuritis  is  at 
its  height.  It  is  not  improbable  that  the  inflammatory  process  is 
started  most  usually  by  a  contusion  of  the  brain  substance  in  the 
neighbourhood,  and  then  passes  along  the  cerebral  membranes 
to  the  optic  nerves.  We  know  how  frequently  contusion  of 
the  under  part  of  the  frontal  lobes  is  found  after  death  when 
the  fracture  is  situated  in  the  posterior  fossa  of  the  skull,  and 
I  have  shown  that  it  is  in  these  cases  we  most  frequently  meet  with 
optic  neuritis  after  a  fracture  of  the  base. — Lancet ,  July  12,  p.  59. 


50.— ON  THE  TREATMENT  OF  FRACTURES  OF  THE  BASE 
OF  THE  SKULL  :  WITH  REMARKS  ON  TREPHINING. 

By  J.  Collins  Wareen,  M.D.,  Associate  Professor  of  Surgery 
in  Harvard  University,  U.S.  A. 

[Dr.  Warren  first  narrates  a  case  under  Dr.  Homans’  charge  in  the 
Massachusetts  General  Hospital, — an  example  of  fracture  of  the 
temporal  bone,  involving  the  base  and  communicating  with  the 
external  and  middle  ear,  and  possibly  the  Eustachian  canal,  but 
not  opening  directly  into  the  vault  of  the  pharynx.  As  a  com¬ 
plication  there  was  laceration  of  the  middle  lobe,  and  rupture  of 
the  posterior  branch  of  the  middle  meningeal  artery.  The 
symptoms  of  fracture  of  the  base  were  characteristic,  consisting  of 
profound  coma,  bleeding  from  the  ear,  and  the  escape  of  brain 
substance.  Dr.  Warren  then  observes :] 

The  treatment  of  fractures  of  the  base,  until  recently,  has  been 
largely  expectant.  Even  long  after  antiseptic  treatment  of  wounds 
had  been  established,  surgeons  do  not  appear  to  have  realized  that 
in  this  form  of  fracture  they  often  had  a  compound  fracture 
to  deal  with.  Recent  literature,  however,  has  taken  cognizance  of 
the  claims  of  this  region  to  the  benefits  of  antisepsis.  Keen  advises 
disinfection  of  the  ear,  filling  it  with  boracic  acid,  and  covering 
the  scalp  with  sublimate  gauze.  He  recommends  opening  the 
roof  of  the  orbit  or  nostril  in  penetrating  wounds  of  those  regions, 
to  provide  for  free  drainage.  He  also  advises  tamponing  the 
nostrils  with  sublimate  gauze  to  prevent  passage  of  infective  air 
through  these  passages.  Dennis  lays  down  rules  for  the  treatment 
of  this  fracture.  He  thinks  the  entire  scalp  should  be  shaved  and 
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disinfected.  He  also  irrigates  the  external  auditory  canal  and.  the 
nasal  passages.  “  Both  of  these  should  be  rendered  thoroughly 
aseptic,  after  which  the  ears  should  be  packed  with  iodoform  or 
bichloride  gauze,  and  absorbent  cotton  plugs  placed  in  the  nose.” 

In  the  case  reported  here  every  effort  was  made  to  prevent 
infection  through  the  Eustachian  tube.  The  epistaxis  and  liema- 
temesis  in  this  case  may  have  been  due,  in  part,  to  the  flow 
of  blood  from  this  canal.  It  was,  in  any  event,  important  to  keep 
the  inner  opening  to  the  middle  ear  in  as  aseptic  a  condition 
as  possible.  This  can  hardly  be  accomplished  by  gauze  or  cotton 
plugs  in  the  nose  unless  they  are  brought  in  direct  contact  with  the 
mouth  of  the  Eustachian  tube. 

Rosenbach  has  shown  that  the  pharynx  is  a  not  infrequent  seat  of 
the  pyogenic  cocci,  and  the  antisepsis  of  this  region  must,  con¬ 
sequently,  also  be  carefully  attended  to.  Frequent  douching  of 
the  naso-pharynx  and  mouth  with  antiseptic  sprays  is  perhaps  as 
efficient  and  safe  a  method  as  any.  At  the  Boston  City  Hospital 
diphtheria  patients  are  sprayed  hourly  in  this  way  with  a  1 :  1000 
solution  of  sublimate  given  with  an  insufflator,  and  often  without 
waking  the  patient.  A  little  iodoform  powder  dusted  once  a  day 
on  to  the  membrane  near  the  Eustachian  opening  may  aid  in 
preserving  the  region  in  an  antiseptic  condition.  Should  a  more 
extensive  fracture,  such  as  one  crossing  the  vault  of  the  pharynx, 
exist,  it  might  be  advisable  to  plug  the  pharynx  and  posterior 
nares  with  antiseptic  gauze.  Such  a  dressing  would  be  no  annoy¬ 
ance  to  a  comatose  patient,  and  it  is  difficult  to  see  how  a  frac¬ 
ture  of  this  region  could  be  dressed  antisepticallv  in  any  other  way. 

The  use  of  the  trephine  has  been  recommended  for  depressed 
fractures  of  the  base,  but  has  not  been  frequently  employed, 
and  then  only  in  the  occipital  region.  Hutchinson  has  applied  the 
trephine  successfully  near  the  foramen  magnum  for  a  depressed 
fracture  of  that  region  in  a  boy  fourteen  years  of  age  :  puncture  of 
the  membrane  was  subsequently  resorted  to  for  a  serous  effusion, 
and  recovery  took  place. 

Keen  recommends  an  opening  for  drainage  in  the  roof  of  the  orbit 
in  punctured  wounds  at  that  point.  Allis  ( Annals  of  Surgery,  J  ulv, 
1889)  drilled  through  the  cribriform  plate  for  drainage  of  a 
compound  depressed  fracture  of  the  frontal  bone  situated  an  inch 
above  the  right  eye — a  drainage  tube  three-eighths  of  an  inch  in 
■diameter  was  passed  through  the  openings.  The  patient  recovered. 

Trephining  for  drainage  in  fractures  of  the  base  is  a  device 
which  I  do  not  find  mentioned  in  a  moderate  search  through  the 
literature  of  this  subject,  and  its  successful  application  to  Dr. 
Homans’s  patient  seems  to  me  of  sufficient  importance  alone  to  justify 
placing  the  case  on  record.  Applied  just  above  the  external 
auditory  meatus  the  instrument  makes  an  opening  which  drains 
most  effectually  the  middle  fossa.  This  operation  would,  there- 
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fore,  be  applicable  not  only  to  fractures  of  the  temporal  bone  but 
fractures  through  the  sphenoid,  and  even  those  involving  the 
anterior  fossa.  For  this  latter  region,  however,  it  would  probably 
be  desirable  to  place  the  trephine  near  the  pterion,  as  injuries 
to  the  middle  meningeal  artery  might  thus  also  be  attended  to.  In 
fractures  of  the  occipital  bone  the  opening  should  be  made  below 
the  insertion  of  the  tentorium  in  order  to  drain  the  posterior  fossa, 
and  care  should  be  taken  to  avoid  the  the  lateral  and  occipital 
sinuses.  The  trephine  should,  therefore,  be  placed  below  the 
the  superior  curved  line,  and  not  too  near  the  crest  of  the  occiput. 

Recently  I  had  an  opportunity  to  see  two  autopsies  of  cases 
of  fracture  of  the  base.  In  one  case  there  was  a  partially 
detached  fragment  of  the  occiput  half-way  between  the  foramen 
magnum  and  superior  curved  line.  The  fragment  could  not  be  re¬ 
moved,  owing  to  severe  hemorrhage  from  the  lateral  sinus,  and  the 
surgeon  had  left  the  parts  so  as  to  favour  drainage.  On  opening 
the  skull  but  a  small  amount  of  extravasated  blood  was  found 
in  the  pia  mater  of  the  cerebellum  and  medulla.  In  a  second  case 
where  the  sinuses  had  also  been  ruptured  and  no  opening  for 
drainage  had  been  made,  the  entire  surface  of  the  brain  was 
covered  with  extravasated  blood. 

In  a  fracture  clearly  involving  the  vault  of  the  pharynx,  even 
though  it  were  not  possible  to  say  that  the  temporal  bone  had  been 
injured,  the  trephine  might  be  placed  a  little  anterior  to  the 
auriculo-bregmatic  line  and  a  gauze  drain  inserted  along  the 
floor  of  the  skull  in  the  route  of  the  Assured  bone.  A  case 
can  even  be  imagined  where  it  would  be  proper  to  place  the 
trephine  upon  the  squamous  portion  of  each  temporal  bone  in  order 
that  the  entire  region  of  the  sphenoid  bone  might  thus  be 
controlled  by  the  drainage  gauze. 

The  materials  used  as  drains  in  surgery  of  the  brain  should,  it 
seems  to  me,  differ  essentially  from  those  used  ordinarily  for  this 
purpose  elsewhere.  The  sharp  edges  of  bone  or  rubber  drains  are 
sources  of  irritation  and  may  even  destroy  brain  substance  by 
pressure.  Catgut  may  be  absorbed  too  soon,  but  otherwise  works 
well.  ITorse-hair  may  be  suited  for  the  scalp,  but  could  not  easily 
be  introduced  into  a  lacerated  wound  of  the  brain-tissue  without 
danger  of  irritation  from  the  sharp  points. 

The  antiseptic  gauze  used  in  my  case  seemed  to  meet  all  require¬ 
ments.  It  can  be  easily  slipped  along  the  inner  surface  of  the 
dura  and  constitutes  not  only  a  drain,  but  also  an  antiseptic 
dressing,  which  protects  the  cranial  contents  from  invasion  from 
the  naso-pharyngeal  cavities  or  the  ear.  It  can  drain,  not  only  the 
wound,  but  may  absorb  from  the  subdural  space  fluid  which  accu¬ 
mulates  on  either  side  of  the  dressing,  and  by  capillary  attraction 
aspirate  the  exudation  from  different  directions. — American 
Journal  of  the  Medical  Sciences ,  May,  1800,  p.  446. 


280 


SURGERY. 


SURGERY  OF  THE  NERVOUS  SYSTEM- 


51.— ON  DELTOID  NEURALGIA  AND  ITS  CAUSES. 

By  C.  H.  Golding- Bird,  M.B.,  F.R.C.S.,  Assistant-Surgeon 
to  Guy’s  Hospital,  London. 

By  the  term  deltoid  neuralgia  1  have  been  accustomed  to  dis¬ 
tinguish,  at  my  out-patient  work,  the  pain  of  which  so  many 
patients  complain  at  the  insertion  of  the  deltoid  muscle  into  the 
humerus.  It  forms  but  one  of  the  symptoms  from  which  perhaps 
the  patient  has  come  to  seek  relief ;  yet  it  is  almost  invariably  the 
one  of  which  most  complaint  is  made,  for  it  is  both  a  severe  pain 
and  a  peculiar  one,  in  that  it  attacks  the  individual  suddenly  when 
the  arm  becomes  raised  beyond  a  certain  point.  The  suddenness  of 
its  onset,  and  the  consequent  compulsion  to  drop  the  arm,  make 
patients  frequently  state  that  they  have  lost  the  power  of  the 
limb,  so  that  it  is  not  always  clear  what  they  are  in  reality  suffer¬ 
ing  from.  Often,  too,  there  is  nothing  wrong  to  be  seen,  nor  is  the 
deltoid  insertion  tender  to  the  touch ;  and  so  the  patient — at  least 
amongst  the  less  thinking  of  the  class — is  both  surprised  and  fright¬ 
ened  at  what  to  him  seems  quite  inexplicable. 

In  looking  over  my  out-patient  notes  of  the  last  thirteen  years,  I 
find  several  of  these  deltoid  cases  recorded.  All  that  I  have  notes  of, 
save  one,  and  all  that  I  can  remember,  have  given  some  history  of 
injury  to  the  shoulder,  remote  or  recent ;  but  where  rheumatic 
arthritis,  and  perhaps  some  limitation  of  movement  of  the  shoulder 
in  consequence,  are  present,  the  pain  might  be  expected  without  a 
history  of  injury,  yet  I  cannot  find  a  note  of  such  a  condition  of 
joint  causing  the  neuralgia  to  which  I  would  now  draw  attention ; 
and  I  have  been  the  more  surprised  since  I  have  felt  certain  for 
long  past  that  limited  movements  of  the  shoulder- joint,  with  some 
concomitant  change  in  the  parts  under  the  deltoid,  have  been 
important  factors  in  its  production,  and  such  factors  rheumatism 
would  favour.  Some  of  the  worst  cases  that  have  come  under  my 
notice  have  been  where  the  shoulder  has  had  to  be  fixed  for  some 
time — say  three  weeks  or  more — on  account  of  some  injury  to  the 
surrounding  parts,  such  as  a  contusion  from  a  fall. 

Patients  who  come  with  deltoid  neuralgia  will,  however,  often 
say  that  they  have  never  lost  a  day’s  work;  yet  as  weeks  have 
gone  on  the  pain  has  increased  until  the  arm  is  useless :  but  on  ex¬ 
amining  such  cases,  limitation  of  movement  of  the  shoulder  will  be 
always  found — a  limitation  not  necessarily  of  adhesions  in  the 
joint,  but  apparently  from  a  want  of  resiliency  in  the  extra-articu¬ 
lar  tissues  ;  that,  at  least,  is  the  impression  this  condition  conveys 
to  the  examining  surgeon.  So,  whether  they  have  lost  a  day’s 
work  or  not,  or  been  bandaged  up  or  not,  the  result  to  them  is  the 
same, — they  have  not  been  using  their  shoulder-joints  efficiently. 
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The  shoulder- joint  is,  of  course,  on  anatomical  grounds,  unique  in 
at  least  one  particular ;  it  has  a  “  secondary  joint,”  which  can  take 
on  many  of  its  actions,  so  that  a  patient  who  is  not  too  active  may 
be  using  for  a  long  time  his  “  secondary  joint,”  giving  the 
shoulder-joint  more  or  less  complete  rest.  The  movements  of 
the  scapula  on  the  chest,  and  of  the  acromion  upon  the  clavicle, 
and  of  the  clavicle  on  the  sternum,  are,  taken  en  masse,  so  smooth, 
wide-ranged,  and  easily  performed,  that  directly  any  injury  to 
either  the  shoulder-joint  or  cap  has  limited  movement  there,  the 
patient  without  knowing  it  puts  his  scapula  into  play,  and  all  the 
time  considers  that  he  is  moving  the  shoulder-jomt.  Further,  the 
two  movements  wrhich  specially  evoke  deltoid  neuralgia  are  the 
two  which  I  think  I  may  say,  without  fear  of  contradiction,  are 
the  least  often  employed  by  people  in  general,  viz.,  abduction  of 
the  arm  straight  out  from  the  side,  and  placing  the  hand  across 
the  small  of  the  back.  The  position  of  putting  the  hand  to  the 
back  of  the  head  is  also  a  painful  one  under  the  circumstances,  yet 
even  that  is  not  always  observed  by  patients,  since  they  incline 
the  head  to  meet  the  upraised  hand,  and  so  get  over  the  difficulty. 
Hence  it  comes  about  that  now  and  then  the  patient’s  complaint 
is  of  stiffness  of  the  joint,  and  only  secondarily  of  deltoid  pain  ; 
but  if  the  surgeon  holds  the  scapula  and  then  puts  the  patient 
through  his  paces  actively,  he  will  quickly  discover  the  seat  of 
pain.  By  thus,  then,  nursing  his  shoulder,  even  incompletely  and 
quite  unconsciously,  the  patient  is  only  nursing  the  change  which, 

I  think,  is  mostly  to  blame  for  the  deltoid  pain. 

There  is  yet  another  anatomical  condition  to  be  mentioned,  and 
that  is  the  nature  of  the  tissue  lying  underneath  the  deltoid  mus¬ 
cle  and  between  it  and  the  humerus  above  its  insertion  into  that 
bone.  It  consists  of  a  very  loose  areolar  tissue,  at  times  looking 
bursal,  but  not  normally  so,  divided  into  many  compartments,  and 
more  or  less  fatty.  It  is,  in  fact,  very  coarsely  dispersed  fibrous 
connective  tissue  with  large  lymphatic  spaces;  and  running  in  it 
and  through  it  are  the  circumflex  vessels  and  nerve.  Above,  it 
■extends  to  the  supra-spinalis  bursa,  and  this  latter,  if  suppurating, 
will  most  likely  open  into  it,  and  so  the  pus  will  burrow  under  the 
deltoid.  Now,  the  tendency  to  the  rapid  alteration  in  size  of 
lymphatic  spaces  is  familiar  to  every  pathologist.  Shrinking  and 
becoming  easily  occluded  or  narrowed  by  adhesions,  they  may 
even  more  quickly  become  distended  by  serous  fluid,  and  where 
blood  is  effused  into  lymph-spaces  and  the  part  kept  at  rest,  there 
is  a  great  likelihood  of  its  never  clearing  up  entirely,  but  some  per¬ 
manent  obliteration,  more  or  less  complete,  remaining  as  fibrous^ 
adhesions. 

Now  just  such  a  condition,  I  think,  explains  the  cause  of  deltoid 
neuralgia,  and  in  some  cases  the  actual  oedema  of  the  subdeltoid 
tissue  may  be  witnessed.  The  patient  has  a  contusion,  and,  per- 
vol,  cii.  u 
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haps,  and  not  unlikely,  some  bruising'  beneath  the  muscle,  even  if 
not  more  superficially.  The  deltoid  ceases  to  do  its  full  work 
from  that  moment,  or  is  even  put  hors  de  combat  by  a  bandage  ;  in 
a  short  time  adhesions  form  in  the  large  areolar  spaces  of  the  sub¬ 
deltoid  tissue,  or  at  least  there  is  a  want  of  suppleness  in  it,  which 
amounts  to  the  same  thing ;  and  then  from  dragging  or  pressure 
the  ends  of  the  circumflex  get  into  trouble  when  the  deltoid  muscle 
is  thrown  into  severe  action,  such  as  that  required  to  raise  the  arm 
from  the  side  to  a  right  angle. 

Were  these  cases  fatal  there  would  be  no  need  for  conjecture  in 
the  matter ;  it  would  soon  be  set  at  rest,  but  the  explanation  I 
offer  is  to  my  mind  rendered  a  certainty  both  from  the  presence  of 
certain  concomitant  symptoms,  and  the  fact  that  the  treatment 
adopted  (and  usually  successful)  is  with  a  view  of  meeting  such  a 
pathological  condition  as  that  I  have  described. 

The  possibility  of  deltoid  neuralgia  being  merely  a  reflected 
pain,  due  to  arthritic  changes — rheumatic,  traumatic,  or  otherwise 
— is  not  to  be  lost  view  of.  Yet  in  many  cases  of  deltoid  neur¬ 
algia  there  is  not  the  slightest  evidence  of  anything  wrong  in  the 
joint,  or  only  an  amount  of  “  crackling”  indicative  of  rheumatism, 
such  as  many  people  have  and  think  nothing  of.  If  also  the  pain 
were  a  reflected  one,  why  is  it  not  seen  in  all  cases  of  chronic  rheu¬ 
matism,  synovitis,  and  other  inflammatory  affections  of  the  joint  ? 
and  I  have  not  observed  it  to  be  a  constant  symptom  in  any  of 
these. — Guy's  Hospital  Reports,  1889,  p.  215. 

[For  Dr.  Golding-Bird’s  Treatment  of  Deltoid  Neuralgia,  see 
Synopsis  of  this  volume  of  the  Retrospect  i] 


52.—  REMARKS  ON  NERVE-GRAFTING. 

By  Edward  Atkinson,  M.R.C.S.,  Senior  Surgeon  to  the  Leeds 

General  Infirmary. 

This  operation  was,  I  believe,  new  to  surgery  when  my  colleague* 
in  January  of  last  year,  communicated  to  the  Clinical  Society  of 
London  an  account  of  the  first  case  in  which  he  had  performed  it,, 
and  exhibited  his  patient.  Experiments  in  grafting  nerves  in  the 
lower  animals  may  have  been  previously  made  in  other  countries, 
but  of  this  I  am  not  sure.  To  Mr.  Mayo  Robson,  I  believe,  is  due 
the  credit  of  having  devised  and  performed  it  in  the  human  sub¬ 
ject.  Since  then  several  other  cases  have  been  undertaken  in  the 
Leeds  General  Infirmary,  presenting  considerable  variety. 

It  seems  to  me,  therefore,  desirable  to  review  these  cases,  the 
different  circumstances  under  which  the  operation  has  been  per¬ 
formed,  the  modifications  of  procedure,  and  the  results  obtained. 

Nerve-grafting  consists  in  the  insertion  of  a  fresh  piece  of  nerve, 
newly  taken  from  man  or  animal,  into  the  gap  left  by  the  removal 
or  destruction  of  a  portion  of  a  nerve  in  its  continuity,  whether 
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by  design  or  accident,  and  in  suturing  it  into  position.  This  has 
been  done  five  times  in  all  here — twice  by  Mr.  Robson,  once  by 
Mr.  Ward,  and  twice  by  myself.  Of  these,  one  (Mr.  Robson’s  first 
case)  was  performed  forty-eight  hours  after  division  of  the  median 
while  removing  a  neuroma.  Two  were  deliberately  planned ;  the 
one  for  tumour  involving  a  nerve,  the  other  for  paralysis  due  to 
an  old  cicatrix.  The  remaining  two  were  done  under  emergen- 
cies ;  the  first  for  the  accidental  removal  of  a  portion  of  the  sciatic 
nerve  wdiile  excising  the  hip  in  a  child — wThere  the  same  piece  was 
replaced  in  its  former  position ;  and  the  second  was  for  a  lacerated 
wound  of  forearm,  involving  the  destruction  of  two  inches  of  the 
ulnar  nerve.  In  all  five  cases,  sensation,  entirely  lost  before, 
began  to  be  restored  after  an  interval  varying  from  thirty-six 
hours  to  eighteen  days,  and  steadily  improved. 

[The  narratives  of  five  very  interesting  cases  are  embodied  in 
Mr.  Atkinson’s  paper,  but  we  are  unable  to  reproduce  them  here.] 

The  five  cases  all  vary  from  one  another  very  considerably,  and 
that  in  many  different  ways : — 1.  In  the  cause  which  gave  occa¬ 
sion  for  performing  the  operation.  2.  In  the  condition  of  the 
parts  at  the  time.  3.  In  the  material  of  the  graft.  4.  In  the  inter¬ 
val  of  time  that  elapsed  between  the  severing  of  the  nerve  and  the 
insertion  of  the  new  piece.  5.  In  the  subsequent  behaviour  of  the 
wound.  6.  In  the  period  at  which  the  return  of  sensation  began  to  be 
manifested.  And  in  various  other  circumstances. 

The  only  points  which  are  common  to  them  all  are  that  a  gap 
in  the  continuity  of  a  nerve  was  supplied  by  a  piece  of  nerve  tissue, 
and  that  in  each  case  function,  entirely  lost  before,  was  more  or 
less  restored.  My  object  in  this  paper  is  not  to  venture  upon  any 
histological  theory  as  to  the  manner  in  wliich  the  small  amount  of 
clinical  facts  at  my  disposal  may  be  explained,  but  to  endeavour 
to  draw  some  practical  conclusions  from  our  experience  hitherto, 
such  as  may  encourage  to  further  trials  in  the  same  direction.  I 
would,  then,  submit  as  follows  : — 

(a)  That  absolute  loss  of  a  piece  of  nerve  and  the  substitution 
of  a  new  piece  constitute  a  totally  different  condition  of  things 
from  the  simple  suturing  of  a  divided  nerve. 

(b)  That,  whether  there  be  such  a  thing  as  “  primary  union  ”  of 
nerve  fibres  or  not,  in  the  case  of  recently-divided  nerves  united 
by  suture,  this  process  cannot  take  place  in  nerve-grafting,  and 
yet  that  union  of  some  kind  rapidly  follows  this  operation,  restor¬ 
ing  function. 

(c)  That  healing  by  first  intention  does  not  appear  to  be  indis¬ 
pensable  to  success,  or  even  asepsis,  because  suppurative  inflamma¬ 
tion,  and  even  the  sloughing  of  muscle  in  the  immediate  neighbour¬ 
hood  of  the  new  graft  may  occur  without  destroying  its  vitality. 
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( d )  That  restoration  of  muscular  movements  is  always  delayed, 
sometimes  until  long  after  complete  sensation  is  re-established. 

(e)  That,  while  mindful  of  the  free  interlacement  of  nerves  in 
both  upper  aud  lower  limb,  the  results  obtained  by  nerve-grafting 
in  a  variety  of  cases  are  not  to  be  altogether  explained  in  this  way. 

1.  The  first  proposition  is,  of  course,  self-evident ;  and  I  make  it 
only  to  clear  the  ground,  because  in  the  discussion  which  followed 
the  reading  of  Mr.  Robson’s  paper  there  appeared  to  have  been 
some  confusion  between  nerve-grafting  and  nerve-suturing. 

2.  It  has  been  laid  down  authoritatively  “  that  the  divided  ends 
of  a  nerve  which  has  been  cut  across  readily  reunite  by  cicatricial 
tissue,  but  that  the  cut  ends  of  the  fibres  themselves  do  not  thus 
unite.”  This  seems  highly  probable,  if  for  no  other  reason  than 
that,  whether  the  ends  be  held  in  contact  by  suture  or  simply  left 
to  Nature,  there  can  scarcely  be  perfect  apposition  of  the  individual 
fibres.  I  cannot,  therefore,  see  that  the  theory  of  “primary  union” 
is  tenable  ;  but,  provided  the  cut  ends  of  the  nerve  be  kept  in 
tolerably  accurate  contact,  the  interposed  layer  of  cicatricial 
tissue  will  be  a  very  thin  one.  The  doctrine  of  the  invariable 
degeneration  of  the  peripheral  portion  of  the  divided  nerve  does 
not  appear  to  be  so  universally  held.  That  this  process  is  not 
invariable  seems  to  be  shown  by  the  fact  that  function  is  sometimes 
restored  where  the  vicarious  action  of  nerve  interlacement  has  not 
eome  to  the  rescue,  as  was  the  case  in  the  man  (Case  3)  whose 
hand  was  paralysed  for  six  months  from  a  wound  that  had  divided 
both  median  and  ulnar  nerves,  but  in  whom  the  subsequent 
grafting  of  the  one  nerve  and  reuniting  the  refreshed  ends  of  the 
other  was  followed  by  gradual  restoration  of  sensation  in  the 
median  tract,  and  tolerably  good  use  in  the  hand,  though  sensation 
in  the  ulnar  tract  did  not  return  so  promptly. 

3.  Among  the  convictions  recommended  by  Mr.  Robson  for  per¬ 
forming  the  operation  of  nerve-grafting  was  strict  asepsis. 
Naturally  we  should  always  aim  at  this,  and  in  a  deliberately 
planned  operation  we  might  generally  expect  to  carry  it  out,  and 
obtain  healing  of  the  wound  by  first  intention ;  but  that  success 
does  not  absolutely  depend  on  these  favourable  conditions  is  proved 
by  Case  5,  where  the  operation  was  one  of  emergency,  and  where, 
despite  every  care  in  the  cleansing  of  the  wound,  the  amount 
of  injury  to  the  muscles  was  followed  by  suppuration,  and  even 
some  sloughing  of  muscular  tissue.  This  at  the  time  destroyed 
my  hopes  of  any  good  resulting;  and  yet,  strange  as  it  must 
appear,  after  three  months’  interval,  the  patient  comes  from 
his  work  to  show  a  useful  well-nourished  hand,  with  not  only  sen¬ 
sation  restored  over  the  whole  area  of  ulnar  distribution,  except 
the  two  last  joints  of  the  little  finger,  but  also  a  good  grip,  flexion 
of  all  the  fingers  on  the  palm,  and  the  ability  to  work  his  coal¬ 
getting  machine  in  the  pit  almost  as  well  as  before  his  accident. 
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4.  That  restoration  of  muscular  movements  is  longer  delayed  than 
the  recovery  of  sensation — sometimes  for  months,  and  sometimes 
very  imperfectly,  if  at  all — is  perhaps  not  to  be  wondered  at,  since 
the  first  effect  of  cutting  off  the  nerve  supply  of  a  part  is  the 
wasting  of  the  muscles  from  trophic  lesion,  and  this  would  be  naturally 
increased  by  want  of  use  ;  but  after  sensation  had  begun  to  be 
re-established  the  regular  use  of  the  constant  electric  current 
largely  promoted  the  nutrition  of  the  muscles.  Why  the  motor 
elements  of  an  injured  nerve  are  slower  than  the  sensory  elements 
in  recovering  their  function  does  not  appear  to  be  understood. 

5.  It  has  been  argued  that  the  well-known  fact  that  branches  of 
different  nerve  trunks  in  the  extremities  not  infrequently  join  with 
one  another  is  a  sufficient  explanation  of  those  cases  where, 
for  example,  the  median  has  been  sutured  after  accidental  division, 
with  the  effect  that  sensation  has  returned  in  the  parts  supplied  by 
the  nerve  in  a  few  hours.  u  Such  return  of  sensation,  it  is  alleged, 
is  probably  due  to  the  supplementary  action  of  the  interlacing 

nerve  fibres  bound  up  with  other  trunks . so  that  the  sensory 

impressions  are  returned  by  another  route.”  (Treves.)  But  these 
communications  of  nerve  fibres  are  a  very  different  thing  from 
vascular  anastomoses,  which  enable  a  part  cut  off  from  its  normal 
blood  supply  to  avail  itself  of  a  collateral  circulation  ;  for  it 
has  been  shown  that  “  the  medullated  fibres  themselves,  in  their 
course  along  the  nervous  cords,  never  anastomose.’'  (Quain.) 

In  conclusion,  I  do  not  claim  either  for  my  colleagues  or  myself 
an  unqualified  success  in  any  one  case  hitherto.  I  think,  however, 
that  we  have  made  some  valuable  experiences.  The  cases  exhibit 
a  sufficiently  varied  series  to  suggest  in  how  many  different 
circumstances  the  operation  of  nerve-grafting  may  be  useful ;  and 
they  record  a  degree  of  success  which  I  may  venture  to  call 
encouraging.  Perhaps  the  best  results  are  more  likely  to  be 
achieved  in  primary  operations  upon  injured  nerves  rather  than 
where  they  have  been  for  a  length  of  time  involved  in  a  cicatrix, 
or  where  the  nerve  is  itself  a  seat  of  disease  ;  but  the  cases  are  as 
yet  too  few  to  generalise  upon,  and  we  must  await  the  experience 
to  be  gained  from  fuller  trial. — Brit.  Med.  Journal ,  Sept.  13,  p.  624. 


53.— CASE  OF  SPASMODIC  TORTICOLLIS  TREATED  BY 
NERVE  LIGATURE-COMPLETE  RECOVERY. 

By  Mayo  Collier,  M.S.Lond.,  F.R.C.S.,  Senior  Assistant  Surgeon, 

North-West  London  Hospital. 

As  there  are  few  cases  on  record  where  surgical  interference  has 
resulted  in  more  than  temporary  benefit  in  spasmodic  wryneck,  I 
hasten  to  publish  the  following  case  in  the  hope  that  the  same 
treatment  may  be  the  means  of  bringing  relief  to  other  sufferers. 
Nothing  it  known  worth  repeating  of  the  pathology  of  this  affec- 
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tion,  consequently  up  to  the  present  the  treatment  has  been  entirely 
empirical.  Drugs  of  various  sorts  have  occasionally  done  good,  and 
nerve-stretching  and  resection  have  been  resorted  to  in  most  cases 
with  but  temporary  bene  tit.  In  dealing  with  the  following  case  it 
occurred  to  me,  looking  at  the  facts  of  the  case — namely,  an  excessive 
intermittent  and  irregular  discharge  of  energy  along  the  spinal 
accessory  nerve — that  by  the  introduction  of  increased  resistance  in 
the  course  of  the  nerve,  and  possible  deflection  of  some  of  this 
energy  into  structures  other  than  the  sterno-mastoid  and  trapezius 
muscles,  an  abatement  or  cure  of  the  trouble  might  result. 

A.  W — f  a  fairly  healthy-looking  girl  aged  twenty-one,  daughter 
of  fruit-growers  in  Kent,  was  brought  to  me  in  January,  1889,  by 
Dr.  Sutton,  of  Sittingbourne.  She  was  a  well-developed,  intelligent 
girl,  with  a  family  and  personal  history  remarkably  free  from  any 
neurotic  or  other  complaints.  Her  affection  dated  from  1883.  It 
had  gradually  supervened,  and  culminated  in  a  most  distressing 
state  of  things,  the  head  being  so  extremely  rotated  as  to  bring  the 
left  ear  with  sudden  jerks  into  a  line  with  the  sternum.  This  took 
place  every  few  seconds,  not  altogether  ceasing,  although  less  violent 
during  sleep.  With  regard  to  treatment,  she  had  been  dosed  with 
drugs  innumerable,  galvanised,  blistered,  her  tonsils  removed,  and 
the  galvano-cautery  applied  to  the  back  of  the  throat,  without 
beneficial  results.  I  sent  the  case  to  St.  Thomas’s  Home,  and  there, 
with  Drs.  Edmunds  and  Sutton’s  valuable  assistance,  had  little 
difficulty  in  finding  the  spinal  accessory  nerve  emerging  from  the 
outer  border  of  the  sterno-mastoid  muscle.  Taking  the  nerve  as  a 
guide,  I  tunnelled  through  the  muscle  for  some  distance,  using  a 
moderate  amount  of  traction  on  the  nerve,  but  avoiding  injury  as 
far  as  possible  to  the  muscle.  This  done  I  placed  a  loop  of  silver 
wire  round  the  nerve  as  high  as  I  could  reach,  just  twisting  the 
ends  to  ensure  slight  compression.  The  wound  was  treated  in  the 
usual  way,  the  ends  of  the  loop  protruding.  On  recovering  from 
the  chloroform  the  spasms  had  entirely  ceased.  The  wound  sub¬ 
sequently  healed  by  first  intention,  without  pain  or  discomfort  in 
any  way.  After  a  fortnight  the  patient  returned  to  her  home  in 
Kent.  At  the  end  of  three  months  she  visited  me,  still  without 
the  smallest  return  of  the  spasms,  and  much  improved  in  health. 
Nothing  seemed  amiss  with  the  sterno-mastoid  or  trapezius;  she 
could  rotate  her  head,  and  retain  it  in  any  position.  1  cut  off  the 
ends  of  the  loop  as  close  as  possible,  so  as  to  allow  the  skin  to  grow 
over  them.  I  have  not  seen  the  patient  since,  but  learn  from  time 
to  time  from  Dr.  Sutton  that  she  remains  perfectly  free  from  a 
return  of  her  troubles.  (Patient  wrote  Mr.  Collier  April  5,  1890, 
that  she  was  feeling  quite  well,  having  just  returned  home  from  a 
three  weeks’  visit.  She  had  attended  several  dances  during  the 
winter,  and  said  “I  am  much  stronger  and  can  keep  upright.”) 
—  Lancet,  June  21,  1890,  p.  1354. 


ORGANS  OF  CIRCULATION. 


ORGANS  OF  CIRCULATION. 


54. —ON  THE  REMOVAL  OF  PYuEMIC  THROMBI  FROM  THE 

LATERAL  SINUS. 

By  Charles  A.  Ballance,  M.S.,  F.R.C.S.,  Assistant-Surgeon  for 
Diseases  of  the  Ear,  St.  Thomas’s  Hospital,  London. 

[Mr.  Ballance’s  important  paper,  of  which  we  here  reproduce  only 
some  of  the  concluding  part-*,  opens  with  the  narratives  of  four  cases 
of  Septic  Thrombosis  of  the  Lateral  Sinus,  in  which  trephining 
and  ligature  of  the  internal  jugular  vein  were  resorted  to.  Two 
Rases  recovered,  and  two  terminated  fatally.  Mr.  Ballance  says  :] 

The  early  diagnosis  of  these  cases  is  rendered  all  the  more  difficult 
by  the  absence  in  some  of  them  of  otorrhoea.  In  nine  out  of  fifty- 
seven  cases  there  was  no  otorrhoea,  and  I  myself,  in  years  gone 
by,  have  seen  cases  without  otorrhoea  sent  to  the  post-mortem  room 
as  cases  of  typhoid,  when  the  inspection  revealed  pyaemia  due  to 
deep-seated  ear  disease ;  such  as  a  small  extra-dural  collection  of 
inspissated  pus  on  the  posterior  surface  of  the  petrous  bone  lying 
just  external  to  the  internal  auditory  meatus.  Another  puzzling- 
fact  is  one  I  learnt  from  my  revered  teacher,  the  late  Dr.  Murchison 
— that  otorrhoea  may  supervene  in  the  earliest  stage  of  typhoid  ; 
and  it  seems  that  cases  of  typhoid  complicated  with  otorrhoea  are 
very  prone  to  commence  apparently  suddenly  with  a  rigor,  or  even 
rigors,  the  disease  being  so  modified  that  it  may  be  impossible,  with 
our  present  knowledge,  to  decide  between  the  alternatives  of 
typhoid  or  pyaemia. 

The  following  are  the  signs  that  should  be  especially  looked  for 
in  any  case  in  which  septic  thrombosis  of  the  lateral  sinus  is  sus¬ 
pected.  When  present  together  they  constitute  a  group  of  symptoms 
which  are  pathognomonic  of  this  affection:  1.  A  history  of  purulent 
discharge  from  the  ear  for  a  period  of  more  than  a  year.  2.  The 
sudden  onset  of  the  illness,  with  headache,  vomiting,  rigor,  and  pains 
in  the  affected  ear.  3.  An  oscillating  temperature,  reaching  to  103° 
or  105°  F.,  and  then  dropping,  say,  below  100.°  4.  Vomiting, 

repeated  day  by  day.  5.  A  second,  third,  or  more  rigors.  6.  Local 
oedema  and  tenderness  over  the  mastoid  or  in  the  course  of  the 
internal  jugular  vein.  7.  Tenderness  on  deep  pressure  at  the 
posterior  border  of  the  mastoid  and  below  the  external  occipital 
protuberance.  8.  Stiffness  of  the  muscles  of  the  back  or  side  of  the 
neck.  9.  Optic  neuritis. 

Typhoid  fever,  I  think,  may  fairly  be  excluded  if  the  temperature 
oscillates  greatly,  if  there  be  repeated  vomiting,  and  if  the  patient 
suffers  from  a  second  or  third  rigor.  The  sudden  onset  of  the 
patient’s  illness  also  is  characteristic  of  pyaemia,  and  militates 
against  a  diagnosis  of  enteric  fever,  though  it  does  not  disprove 
the  existence  of  that  disease.  It  is  very  remarkable  that  local 
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oedema  and  tenderness  over  the  mastoid  may  be  entirely  absent 
even  when  fetid  pus  is  contained  in  the  bony  groove  of  the  mastoid 
for  the  lateral  sinus,  and  a  purulent  clot  blocks  the  sinus  itself.  It 
is  therefore  wise  not  to  lay  too  much  stress  upon  these  outward 
indications  of  deep-seated  mischief.  The  superficial  sclerosis  of  the 
mastoid,  which  is  sometimes  associated  with  long  continued  caries 
of  the  deeper  parts  of  the  temporal  bone,  may  explain  possibly  the 
absence  of  external  oedema,  or  it  may  possibly  be  that  in  rare 
instances  the  mastoid  vein  is  absent.  The  practical  point  is  this, 
that  often  the  surgeon  must  operate,  if  life  is  to  be  saved,  when 
there  is  no  mastoid  oedema.  In  the  absence  of  signs  of  inflamma¬ 
tion  over  the  mastoid,  I  attach  much  importance  to  tenderness 
elicited  by  exerting  deep  pressure  at  some  point  along  the  posterior 
border  of  the  mastoid,  in  the  course  of  the  lateral  sinus,  or  below 
the  external  occipital  protuberance.  There  may  be  also  spontaneous 
pain  complained  of  in  the  latter  situation,  and  a  sensation  of  weight 
at  the  back  of  the  head.  The  absence  of  earache  and  discharge 
from  the  meatus  is  of  very  little  moment,  but  a  history  of  long- 
continued  disease  of  the  ear,  or  the  presence  of  caries  as  indicated 
by  an  examination  with  the  speculum,  are  valuable  aids  in  diagnosis. 
To  rely  upon  such  variable  signs  as  earache  and  purulent  secretion 
from  the  tympanum  is,  however,  likely  to  lead  the  observer  astray; 
and  even  the  sudden  cessation  of  a  purulent  discharge  at  the 
commencement  of  the  acute  illness  might  lead,  if  too  much  stress 
were  laid  upon  it,  to  a  false  conclusion.  However  deep-seated, 
and  sometimes  severe,  pain  in  the  affected  ear  is  seldom  absent  at 
the  beginning  of  the  illness  in  an  ear  case.  The  character  of  the 
discharge,  whether  fetid  or  otherwise,  does  not  appear  to  lend  much 
aid  to  the  diagnosis.  And  again  pyaemia  arising  from  disease  of  the 
temporal  bone,  whether  associated  or  not  with  lateral  sinus  throm¬ 
bosis,  may  occur  without  any  indication  of  discharge  from  the  ear. 
It  will  therefore  be  evident  that  little  can  be  gauged  as  to  the  true 
nature  of  the  case  from  the  character  of  the  pus  or  the  absence  of 
pus  in  the  external  auditory  meatus.  Stiffness  of  the  muscles  of 
the  neck  is  certainly  an  important  sign,  since  it  is  often  dependent  on 
deep  irritative  lesions.  (Edema  or  tenderness  over  the  upper  part 
of  the  jugular  vein  is  caused  by  an  extension  of  the  clot  from  the 
sinus  into  that  vessel,  and  depends  either  upon  phlebitis  of  the  wall 
of  the  vein  or  on  enlargement  of  the  deep  cervical  lymphatic  glands 
which  lie  against  it.  Optic  neuritis  does  not  necessarily  accompany 
septic  thrombosis  of  the  lateral  sinus.  Extra-dural  abscess,  more¬ 
over,  is  but  rarely  associated  with  optic  neuritis.  Messrs.  Lawford 
and  Edmunds  have  demonstrated  irrefragablv,  for  me  at  least,  that 
in  all  cases  of  optic  neuritis  of  intra-cranial  origin  the  affection  of 
the  optic  nerves  is  due  to  an  extension  of  inflammation  to  their 
sheaths  from  inflamed  pia  mater,  and  that  therefore  optic  neuritis 
in  these  cases  is  diagnostic  of  basal  meningitis.  This  meningitis 
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may  be  so  slight,  as  to  cause  no  symptoms  during  life,  and  to  be 
invisible  to  the  naked  eye  at  a  post-mortem  examination.  Optic 
neuritis  then,  if  absent  in  a  case  in  which  thrombosis,  extra-dural 
abscess,  or  both  be  suspected,  does  not  hinder  or  assist  at  a  diagnosis 
of  these  conditions ;  but,  if  present,  it  points  to  the  fact  that  the 
dura  is  already  sloughed,  oris  involved  in  inflammation  to  an  extent 
sufficient  to  produce  slight  basal  meningitis  as  far  forward  as  the 
optic  nerves.  Early  optic  neuritis  would  of  course  put  enteric  fever 
out  of  the  question,  and  should  prompt  the  adoption  of  immediate 
operative  measures.  Of  my  three  cases  which  had  optic  neuritis 
one  recovered  and  the  other  two  showed  no  obvious  naked-eye  signs 
of  basal  meningitis  on  the  post-mortem  table. 

Another  important  class  of  cases  are  those  which  commence  with 
severe  symptoms — headache,  earache,  shivering,  vomiting,  and 
drowsiness, — and  which  rapidly  and  suddenly  convalesce,  usually 
after  a  critical  discharge  from  the  external  meatus.  It  is  often 
difficult,  except  doubtfully,  by  the  relative  severity  of  the  signs,  to 
distinguish  between  the  symptoms  due  to  pus  pent-up  in  the 
tympanum  or  mastoid  and  those  indicative  of  impending  pyEemia. 
The  plan  of  treatment  to  adopt  appears  to  me  to  be  quite  clear. 
The  present  or  next  attack  from  which  the  patient  suffers  may  not 
end  favourably.  It  is  certain,  then,  that  it  is,  as  a  rule,  the  surgeons 
duty  to  explore  the  disease  through  the  mastoid,  scrape  away  carious 
bone,  and  provide  efficient  drainage  for  the  tympanum  and  other 
diseased  parts,  so  that  no  longer  will  there  be  any  chance  of  the 
penning  up  of  putrefying  pus  or  the  spread  of  inflammatory  disease 
to  the  cranial  cavity. 

In  yet  another  series  of  cases  an  extra-dural  collection  of  pus  of 
non-offensive  character  may  collect  in  the  groove  for  the  lateral 
sinus,  and  be  evacuated  by  a  trephine  opening  made  in  order  to 
explore  the  mastoid.  An  extra-dural  abscess  in  this  position  is  due 
either  to  the  extension  of  the  carious  process  backwards  to  the 
groove,  generally  from  the  posterior  wall  of  the  tympanum,  or  the 
inner  extremity  of  the  posterior  wall  of  the  external  meatus ;  and 
more  rarely  from  caries  of  the  mastoid,  or  caries  opening  on  the 
posterior  aspect  of  the  petrous  in  the  neighbourhood  of  the  internal 
auditory  meatus,  or  to  the  extension  backwards  under  the  superior 
petrosal  sinus  of  an  extra-dural  abscess  first  formed  over  the  tegmen 
tympani.  If  the  symptoms  be  slight  and  the  pus  be  odourless,, 
it  is  not  necessary  to  deal  with  the  sinus  and  vein,  but  it  is  highly 
desirable  that  the  deep-seated  bone  disease  should  be  thoroughly 
exposed  and  removed,  so  that  there  may  be  no  chance  of  a  repeti¬ 
tion  of  the  same  symptoms,  or  those  of  still  graver  import,  which 
might  on  the  second  occasion  prove  less  amenable  to  treatment. 

The  diagnosis  having  been  made,  there  remains  for  discussion 
the  question  of  treatment.  This  must  in  all  cases  be  twofold-— 
viz.,  the  free  exposure  and  removal  of  the  focus  from  which 
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pyaemic  infection  has  occurred  or  is  threatened  ;  and  secondly,  the 
establishment  of  a  block  in  the  highway,  along  which  the 
infecting  agents  are  travelling  from  the  local  focus  into  the 
general  circulation.  In  cases  of  lateral  sinus  thrombosis  due  to 
ear  disease,  this  twofold  method  of  treatment  is  carried  out  by 
first  freely  opening  the  mastoid,  gouging  away  carious  bone, 
allowing  of  the  escape  of  extra-dural  collections  of  pus,  and 
removing  with  spoon  and  syringe  the  clot  itself  within  the  lateral 
sinus,  and  afterwards  by  placing  two  ligatures  on  the  internal 
jugular  vein  nearer  the  heart  than  the  termination  of  the  septic 
clot  within  it,  and  dividing  the  vessel  between  them.  (In  Mr. 
Ballance’s  first  case  the  internal  jugular  vein  was  ligatured  just 
above  the  omo-hyoid  muscle.)  At  the  beginning  of  188G  Mr. 
Horsley  suggested  ligature  of  the  internal  jugular  vein  in  cases 
of  pysemic  thrombosis  of  the  lateral  sinus,  but  qualified  the  sug¬ 
gestion  by  the  opinion  that  “  the  operation  should  only  be  done 
when  the  first  indication  of  embolism  appeared.”  In  April,  1889, 
Mr.  Lane  reported  a  case  of  purulent  thrombosis  of  the  lateral 
sinus  in  a  boy  aged  ten,  in  whom  he  ligatured  the  internal  jugular 
vein.  The  boy  made  a  rapid  recovery.  It  is  obvious  that  this 
•remarkable  suggestion  of  Mr.  Horsley’s  has  a  far-reaching 
importance  in  surgery,  and  may  be  applicable  under  many  condi¬ 
tions  besides  that  at  present  under  review.  There  is  no  risk 
whatever  of  hemorrhage  from  the  lateral  sinus  provided  there  be 
a  sufficient  opening  in  the  skull.  The  position  at  which  the  tre¬ 
phine  should  be  applied  is  shown  in  the  accompanying  illustration 
Fig.  1.  The  trephine  opening  should  be  enlarged  in  the  direction 
of  the  sinus  in  both  directions,  so  as  to  give  ample  room  for 
dealing  with  it.  The  trephine  which  I  use  is  the  “antiseptic  tre¬ 
phine  ”  of  Dr.  Roberts  of  Philadelphia,  which  was  first  brought 
under  my  notice  by  Sir  William  MacCormac,  and  to  which  I  have 
made  a  trifling  addition.  The  great  advantage  of  this  trephine  is 
that  it  can  be  thoroughly  cleansed,  which  the  ordinary  trephine 
does  not  allow  of.  It  is  very  important  to  enlarge  the  trephine 
opening  for  the  sinus  forwards  into  the  mastoid  antrum,  so  as  to 
ensure  a  thorough  cleansing  of  the  cavity  of  the  antrum  and  tym¬ 
panum,  which  are  frequently  filled  with  masses  of  pus  of  cheese¬ 
like  consistence.  If  a  doubt  exists  as  to  whether  the  sinus  be 
plugged  or  not,  a  grooved  needle  may  be  inserted.  It  is  bad 
practice  to  pass  a  ligature  around  the  sinus,  for  in  so  doing  the 
intra-dural  space  is  opened  and  may  be  infected.  If  necessary  the 
sinus  can  easily  be  plugged  or  seized  with  ordinary  artery  forceps. 
If  a  septic  clot  be  found  within  the  sinus,  it  would  probably  be 
wiser  to  at  once  proceed  with  the  ligation  of  the  internal  jugular 
vein,  lest  any  portion  of  it  be  loosened  from  its  attachment,  and 
carried  into  the  lungs.  The  vein  having  been  ligatured,  the  sur¬ 
geon  may  proceed  to  slit  up  the  outer  wall  of  the  sinus  as  far  as 
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the  limits  of  the  opening  in  the  bone  will  allow,  and  then  with 
curette  and  syringe  endeayour  to  remove  as  much  as  possible  of  its 
abnormal  contents.  I  have  used  in  all  my  mastoid  operations 
solution  of  perchloride  of  mercury  (1  in  2000),  and  I  believe  it  is 
the  best  and  most  efficient  antiseptic  to  employ.  Constant  irriga¬ 
tion  should  be  carried  out  during  the  progress  of  an  operation,  so 
as  to  obviate  the  infection  of  fresh-cut  surfaces,  which  might  well 
occur  whilst  foetid  pus,  foul  bone,  or  inspissated  purulent  collec¬ 
tions  are  being  removed. 


size)  shows  the  relations  of  the  lateral  sinus  to  the  outer  wall  of  the  cranial  cavity 
and  the  position  of  the  trephine  opening  (a)  which  should  be  made  wtien  it  is 
deemed  necessary  to  expose  it.  The  base  line  (Reid’s)  passes  through  the  middle 
of  the  external  auditory  meatns,  and  touches  the  lower  margin  of  the  orbit.  It 
is  marked  out  in  eighths  of  an  inch,  as  are  also  the  perpendicular  lines  drawn 
from  it.  The  measurements  are  made  along  the  base  line  from  the  middle  of  the 
bony  meatus. 

Preferences.-*  External  meatus.  x,x.  Attachment  of  tentorium,  a.  Trephine 
opening  to  expose  sinus,  b.  Trephine  opening  to  explore  anterior  surface  of  pet¬ 
rous  bone.  c.  Trephine  opening  to  expose  mastoid  antrum,  d.  Trephine  open¬ 
ing  for  temporo-sphenoidal  abscess,  e.  Trephine  opening  for  cerebellar  abscess. 
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With  regard  to  the  vein,  we  can  now  go  a  step  further  than*  the- 
suggestion  made  by  Horsley  in  1886.  It  should  certainly  be 
ligatured  in  all  cases  of  thrombosis  of  the  sinus  associated*  with;, 
ear  disease ;  and  though  it  may  not  be  possible  to  determine 
whether  a  given  thrombus  be  septic  or  not  septic,  yet  the  proba¬ 
bilities  are  so  great  that  if  the  thrombus  be  not  already  infected 
it  will  become  so,  that  it  would  be  foolhardy  in  such  a  case  not 
to  ligature  the  vein,  and  especially  is  this  so  since  it  does  not 
appear  that  the  blocking  of  one  jugular  vein  is  of  any  consequence 
to  the  individual.  The  only  objection  that  could  be  urged  against 
the  doctrine  of  dealing  with  an  apparently  uninfected  clot  in  the 
radical  way  suggested  is  that  cases  not  due  to  ear  disease  are 
known  in  which  recovery  has  taken  place  after  non-septic  throm¬ 
bosis  of  the  lateral  sinus,  and  that  in  these  canalisation  of  the 
clot  may  occur,  so  as  to  allow  of  the  passage  of  blood  again 
along  the  once  plugged  sinus.  This  objection  does  not  appear  to 
me  to  have  any  weight,  and  the  risk  of  leaving  untreated  a  dot  in 
the  immediate  neighbourhood  of  very  virulent  septic  matter  in 
the  hope  that  it  may  remain  uninfected  seems  so  great  that  it  puts 
out  of  court  what  is  at  best  only  an  imaginary  advantage — viz., 
the  chance  of  the  sinus  becoming  patent  again,  and  thus  function¬ 
ally  useful  to  the  patient.  To  the  vein  should  be  applied  two 
ligatures,  and  the  vessel  should  be  completely  divided  between 
them,  so  that  the  upper  septic  portion  of  the  jugular  may  be  com¬ 
pletely  isolated  from  the  lower,  which  is  still  an  integral  portion 
of  the  vascular  mechanism.  The  lower  end  of  the  upper  segment 
of  the  vein  might  be  stitched,  if  long  enough,  to  the  upper  angle 
of  the  wound  in  the  neck,  which  would  facilitate  the  closing  and 
healing  of  that  wound  and  the  irrigation  of  the  affected  venous 
channels.  When  the  vein  and  sinus  are  freely  open,  it  is  not 
always  (or  ever)  possible  to  remove  by  syringing  at  once  all  their 
septic  contents.  It  may  be  laid  down  as  an  axiom  that  an  opera¬ 
tion  upon  a  purulent  thrombus  in  the  lateral  sinus  is  perfectly 
hopeless  unless  the  jugular  vein  be  ligatured  at  the  same  time ; 
pulmonary  pyaemia  will  inevitably  occur. 

It  is  well  known  that  pyaemia  occurs  from  disease  of  the  tem¬ 
poral  bone  independently  of  thrombosis  of  the  lateral  sinus,  or  of 
extra-dural  abscess.  Under  such  circumstances  it  behoves  us  to 
inquire  whether  surgical  interference  offers  any  hope  of  life  to  the 
patient.  The  answer  to  this  question  is,  for  me  at  least,  an 
emphatic  affirmative.  Whether  the  sinus  be  full  of  clot  or 
moving  blood  it  matters  not ;  in  either  case  the  poison  is  being 
poured  into  the  sinus  or,  say,  through  the  vein  of  the  cochlea  into 
the  jugular ;  and  the  method  which  has  proved  efficacious  in 
saving  life  in  the  one  case  will  assuredly,  if  promptly  applied,  be 
equally  successful  in  the  other.  The  local  disease  of  mastoid  or 
petrous  must  be  freely  exposed  and  asepticised  with  sublimate- 
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solution.  The  vein  must  be  ligatured  in  the  neck,  and  the  sinus 
must  be  freely  exposed  in  the  usual  way  behind  the  ear,  opened 
and  plugged.  Thus  au  artificial  thrombosis  of  the  blood  arrested 
between  the  plugged  sinus  and  the  ligature  on  the  vein  will  be 
effected.  It  will  then  not  be  possible  for  any  further  infection  to 
happen  from  the  primary  focus  of  disease,  for  the  collateral  cir¬ 
culation  is  not  sufficient  to  carry  the  infective  material  down  the 
other  jugular.  The  whole  or  the  greater  part  of  the  clot  thus 
artificially  induced  would  not  at  first  be  other  than  healthy  in 
character,  but  it  might  subsequently  become  infected  with  micro¬ 
organisms,  in  which  event  it  would  be  easy  to  wash  it  out, 
especially  if  the  lower  end  of  the  upper  segment  of  the  vein  had 
been  stitched  to  the  margins  of  the  skin  wound  in  the  neck.  By 
these  means  the  surgeon  may  erect  an  effectual  barrier  against 
further  acute  pyaemic  infection  from  the  primary  focus,  which 
may  at  once  be  successful  in  arresting  the  symptoms  of  danger, 
or  may  materially  assist  a  patient  in  combating  the  symptoms  of 
acute  pyaemia  until  the  chronic  stage  is  reached,  which  in  this 
disease  is  always  of  hopeful  import  as  far  as  life  is  concerned. 

It  is  impossible  to  close  this  paper  without  referring  to  the 
question  of  prophylaxis.  How  much  better  it  would  be  if 
patients  would  submit  to,  and  their  advisers  would  recommend, 
the  adoption  of  more  radical  measures  than  simple  antiseptic 
irrigation  of  the  meatus  in  cases  of  long-standing  caries  of  the 
temporal  bone. — Lancet ,  May  24,  1890,  p.  1115. 
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55.  -REMARKS  ON  THYROID  ASTHMA  AND  ITS  SURGICAL 

TREATMENT. 

By  George  A.  Wright,  B.A.Oxon.,  F.R.C.S.,  Senior  Assistant 
Surgeon  to  the  Manchester  .Royal  Infirmary. 

It  has  happened  to  me,  during  the  last  seven  years,  to  have 
charge  of  five  cases  of  what  I  may  call  thyroid  asthma,  i.e.,  cases 
in  which  urgent  dyspnoea  has  been  caused  by  lateral  pressure  upon 
the  trachea  by  an  enlarged  thyroid  gland.  As  these  cases  are  of 
extreme  urgency  and  require  immediate  and  adequate  treatment, 
and  as  that  treatment  often  involves  a  difficult  and  anxious  opera¬ 
tion,  a  brief  account  of  my  experience  may  be  of  interest. 

First,  as  to  the  nature  of  the  enlargement  of  the  thyroid.  In 
three  of  the  cases  the  gland  was  the  subject  of  so-called  “  simple 
hypertrophy.”  There  was  no  new  growth,  no  cyst,  no  hemorrhage 
into  the  gland,  no  obvious  increase  in  the  fibrous  elements,  no  calci¬ 
fication,  no  especial  enlargement  of  the  vessels.  In  one  instance 
the  patient  was  cretinoid,  in  one  the  glandular  enlargement  was 
coincident  with  all  the  symptoms  of  Graves’  disease. 
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Next,  as  to  the  cause  of  the  dyspnoea.  In  all,  this  was,  I  believer- 
due  to  direct  pressure  upon  the  sides  of  the  trachea  by  the  enlarged 
lateral  lobes  drawn  tightly  together  by  the  isthmus.  In  all 
the  cases  there  was  the  typical  “  scabbard  trachea  ” — the  sharp- 
narrow  anterior  edge,  the  concave  sides  and  the  greatly  diminished 
lumen.  In  four  of  the  five  cases  the  dyspnoea  was  urgent  and 
most  severe  at  the  time  they  first  came  under  my  observation.  In> 
the  fifth  the  patient  had  once  been  found  so  far  asphyxiated,  that 
he  was  thought  to  be  dead,  and  on  another  occasion  was  nearly  as 
bad  ;  the  operation,  however,  was  performed  during  an  interval 
between  the  attacks. 

Four  of  the  five  cases  were  young  adults,  or  had  at  least  passed  the 
age  of  puberty,  the  fifth  was  a  child  of  two  or  three  years 
old.  Two  patients  were  girls,  two  young  men,  and  the  fifth  a  little 
boy.  In  two  of  the  cases  I  performed  tracheotomy  only,  in  two  I 
divided  the  thyroid  isthmus  wdthout  opening  the  trachea,  in  one  I 
opened  the  trachea  and  divided  the  isthmus  tvrenty-four  hours 
later.  Four  of  the  patients  died,  one  (the  child)  from  broncho-pneu¬ 
monia,  one  from  oedema  of  the  lungs,  the  obstruction  being 
only  partially  relieved,  two  from  slipping  of  the  tracheotomy  tube 
in  consequence  of  the  depth  of  the  trachea  from  the  surface.  The 
patient  that  recovered  w'as  the  young  man  in  whom  division  of  the 
isthmus  was  performed  in  the  interval  between  attacks  of  dyspnoea, 

[The  details  of  Mr.  Wright’s  cases  are  here  omitted.] 

Certain  points  seem  to  be  fairly  well  established  in  regard 
to  thyroid  asthma  : — (l)The  onset  of  the  symptoms  is  often  sudden, 
urgent,  and  spasmodic.  (2)  The  symptoms  are  due  to  direct 
lateral  pressure  upon  the  trachea.  (3)  The  mechauical  pressure  is 
only  remediable  by  mechanical  means.  (4)  Tracheotomy  is 
attended  with  considerable  difficulty  at  the  time,  and  much 
subsequent  danger  from  (a)  cellulitis,  ( b )  slipping  of  the  tubes,  (c) 
lung  complications.  It  is,  moreover,  not  curative.  (5)  Division  of 
the  thyroid  isthmus  is  a  comparatively  simple  operation,  is  followed 
in  a  large  proportion  of  cases  by  shrinking  of  the  gland,  at 
once  partially  relieves  dyspnoea,  and  avoids  the  evils  which  follow 
complete  removal  of  the  gland.  It  is  not  usually  accompanied  by  much 
hemorrhage.  (6)  Division  of  the  thyroid  isthmus,  combined  with 
tracheotomy,  has  been  found  to  give  a  very  high  rate  of  mortality. 
(7)  If  tracheotomy  is  performed  a  specially  long  tube  is  required. 

My  results  are  undoubtedly  very  unsatisfactory,  though  they  are 
not  unusual  in  this  most  terrible  disease.  The  right  course  to 
relieve  the  symptoms  and  diminish  the  mortality  is,  I  believe,  to 
divide  the  isthmus  at  the  first  sign  of  increasing  dyspnoea,  and 
although  the  onset  of  thyroid  asthma  is  often  sudden,  there  is 
usually  time  to  operate  before  the  symptoms  become  very  urgent, 
if  there  is  no  delay.  If  the  case  is  allowed  to  go  on  too  long,  there 
may  not  be  time  for  the  trachea  to  recover  its  shape 
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sufficiently  to  allow  respiration  to  be  carried  on.  The  two  fatal 
cases  from  slipping  of  the  tube  call  for  some  further  notice.  First 
of  all,  the  depth  of  the  trachea  from  the  surface  in  these  cases  only 
allows  a  very  short  length  of  ordinary  tracheotomy  tube  to  lie  in 
the  windpipe ;  and,  secondly,  as  swelling  takes  place  after  the  opera¬ 
tion,  this  short  length  is  still  further  lessened.  In  the  second  case, 
a  Durham’s  tube  was  chosen,  as  being  the  best  in  this  respect,, 
since  the  shank  is  long,  but  it  appears  that  the  movable  shield  was 
in  this  case  the  cause  of  the  disaster.  The  tube  suddenly  slipped 
out,  and  the  nurse  in  trjdng  to  replace  it  pressed  upon  the  shield, 
which  slid  up  the  shank  instead  of  the  tube  reaching  the  trachea. 
We  have  now  a  specially  large  and  long  tube  at  the  Royal 
Infirmary,  made  for  these  cases,  and  the  analogous  ones  of  tumours 
of  the  neck  requiring  tracheotomy 

The  occurrence  of  fatal  pressure  upon  the  trachea  in  Graves’s 
disease  must  be  exceedingly  rare.  I  have  not  found  reference  to 
such  a  case,  and  though  the  isthmus  has  been  divided  for  exoph¬ 
thalmic  goitre  by  Mr.  Sydney  Jones,  and  perhaps  others,  it  has  not 
been  for  the  purpose,  I  believe,  of  relieving  thyroid  asthma,  but  of 
producing  shrinking  of  the  gland.  Anesthsesia  requires  much  care 
in  these  cases,  and  though  possibly  in  some,  it  may,  by  diminishing 
spasm,  lessen  the  dyspnoea,  it  is  more  likely  to  complete  asphyxia 
during  the  early  stages  of  administration.  I  have  suggested  the 
name  thyroid  asthma,  as  being  a  corresponding  title  to  thymic 
asthma,  and  as  a  convenient  term  to  express  shortly  dyspnoea  due 
to  diminution  of  the  lumen  of  the  trachea  from  pressure  by 
the  thyroid  gland.  Possibly  the  name  may  have  been  used  before, 
since  the  disease  has,  of  course,  been  long  well  known ;  but  I  have 
not,  I  think,  hitherto,  come  across  the  term. — Medical  Chronicle , 
March ,  1890,  p.  458. 


56— ON  THE  TREATMENT  FOR  THE  RADICAL  CURE  OF 

NASAL  POLYPUS. 

By  E.  Harrison  Griffin,  M.D.,  Surgeon  to  the  Throat  and  Nose 
Department,  Bellevue  Hospital,  New  Yrork. 

In  operating  for  the  removal  of  polypi  of  the  nose,  we  have  the 
choice  of  three  different  methods.  First,  injecting  each  tumor  with 
some  irritating  fluid,  and  allowing  the  growth  to  slough  ;  second, 
by  the  forceps ;  and  third,  by  the  snare.  The  first  method  is 
liable  to  be  tried  on  account  of  its  simplicity,  but  it  will  soon 
be  abandoned,  as  it  takes  weeks  to  destroy  one  of  these  growths  by 
this  method  of  procedure.  This  leaves  two  remaining  methods,  the 
forceps  and  the  snare.  The  only  reason  I  can  see  for  the  employment 
of  the  forceps  is  that  it  can  be  used  by  anyone,  while  the  snare 
requires  a  certain  amount  of  dexterity  that  takes  a  little  time 
to  acquire.  In  operating  with  the  forceps  we  are  liable,  at  the 
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first  introduction  of  the  instrument  into  the  nasal  cavity,  to  wound 
and  tear  the  membrane;  the  hemorrhage  that  follows  will  so 
obscure  the  polypi  that  further  operation  will  be  conducted  entirely 
in  the  dark.  We  cannot  penetrate  to  the  pedicle  of  the  growth  as 
readily  as  with  the  snare.  The  forceps  takes  a  polypus  out  in 
sections,  while  the  snare  can  remove  the  whole  growth,  with 
its  pedicle,  in  the  majority  of  cases,  especially  if  it  is  a  virgin  case 
upon  which  we  are  operating.  I  have  enumerated  the  three 
methods  of  operating,  as  the  manner  in  which  the  polypus  is 
removed  is  an  important  factor  in  the  question  whether  it  will 
return.  The  injection  of  the  polypus  is  impracticable.  The 
forceps  cannot  remove  the  growth  as  completely  as  the  snare,  the 
wire  of  which  can  be  nursed  to  the  attachment  of  the  growth 
to  the  turbinated  hone,  while  the  thickness  of  the  bit  of  the  forceps 
prevents  this  procedure.  I  consider  an  operation  with  the  forceps 
brutal  and  unsurgical. 

I  have  operated  for  the  last  two  years  with  a  modification 
of  Dr.  Bosworth’s  snare.  This  instrument  in  my  hands  has 
-effected  most  satisfactory  results.  I  have  no  trouble  in  guiding 
the  wire  around  the  growths,  and  in  most  of  my  operations  secur¬ 
ing  the  root  of  the  polypus.  The  snare  can  also  be  used  in  posterior 
hypertrophies  of  the  inferior  turbinated  bone. 

No  matter  how  thorough  the  operation  has  been,  a  small  pedicle 
is  liable  to  be  left  somewhere  embedded  in  the  membrane  of  the 
turbinated  bone,  and  if  this  is  not  destroyed  it  forms  the  root 
of  future  polypi.  Three  or  four  years  ago  I  treated  the  nose  with 
a  strong  solution  of  chromic  acid  after  I  had  thoroughly  removed 
all  the  polypi  in  sight,  so  that  the  whole  contour  of  the  turbinated 
bones  was  visible,  and  the  nasal  cavity  showed  absolutely  no  nasal 
obstruction.  Later  I  tried  carbolic  acid,  tincture  of  iodine,  and 
actual  cautery,  with  the  idea  of  destroying  any  pedicle  that  had 
escaped  the  wire.  If  the  case  had  been  operated  upon  previously 
by  the  forceps,  the  growths  were  sure  to  return  and  the  operation 
of  removal  resorted  to  again. 

The  application  of  caustics  or  the  actual  cautery  does  not 
prevent  the  return  of  polypi.  They  only  inflame  the  part  to  which 
they  are  applied,  and  tend,  I  think,  to  the  formation  of  new 
growths.  1  have  taken  a  case  and  removed  thoroughly  the 
growths  from  both  sides  of  a  nose.  To  one  side  I  have  applied  a 
caustic,  the  other  I  have  let  pass  without  after  treatment.  In 
watching  this  case  I  have  found  that  the  side  I  cauterized  dupli¬ 
cated  the  growths  more  quickly  than  the  side  that  had  passed 
without  treatment.  I  have  tried  this  experiment  in  a  number  of 
cases,  and  the  result  is  alwa}^  the  same.  Lately  I  have  abandoned 
entirely  the  cauterizing  after  removal  of  polypi,  as  I  think  it 
causes  inflammation  and  a  quicker  reproduction  of  the  growth. 

Before  operating  with  the  snare,  I  try  first  to  put  the  parts  under 
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^complete  control  of  the  cocaine,  or,  in  other  words,  the  parts  must 
he  thoroughly  anaesthetized.  I  consider  this  a  most  important 
factor  in  the  operation.  First,  as  the  cocaine  empties  the  blood¬ 
vessels  of  the  turbinated  tissue  and  allows  a  more  nearly  perfect 
view  of  the  growths ;  and  second,  because,  when  the  part  is  under 
the  influence  of  the  drug,  the  hemorrhage  is  more  perfectly  con¬ 
trolled,  and  the  irritation  resulting  from  the  introduction  of 
the  snare  greatly  diminished. 

In  looking  at  a  nose  filled  with  polypi,  a  concrete  mass  is 
the  only  object  that  can  be  seen.  We  are  unable  to  distinguish 
one  polypus  from  another,  but  with  the  aid  of  cocaine  the  mass 
seems  to  subdivide  and  each  individual  polypus  is  easily  seen. 
'Cocaine  has  thus  greatly  augmented  the  per  centage  of  permanent 
uures.  I  would  never  attempt  to  operate  till  the  parts  were  entirely 
free  from  sensation.  No  pain  should  be  felt  during  the  operation, 
no  matter  how  slight,  as  pain  in  this  case  is  significant  of  irritation, 
and  this  we  should  studiously  avoid  if  we  aim  at  the  permanent 
destruction  of  the  tumours. 

A  case  that  has  been  operated  upon  previously  by  the  forceps  is 
more  difficult  to  cure  radically  than  a  case  that  presents  itself  in  a 
virgin  state.  This  clinical  fact  has  been  impressed  upon  me  again 
and  again,  both  in  Bellevue  clinic  and  private  practice.  The  for¬ 
ceps  seems  to  tear  the  growth  away  and  to  spread  the  roots,  so  that 
the  polypus  has  a  broader  attachment  and  becomes  more  of  a  sessile 
growth,  while  a  virgin  polypus  has  a  root  as  small  as  a  thread. 

In  removing  these  growths  we  should  aim  to  produce  as  little 
irritation  as  possible,  and  after  the  operation  the  same  condition  of 
affairs  should  still  be  preserved.  Any  irritation,  in  my  mind,  will 
lead  to  a  recurrence  of  the  growths.  I  have  seen  this  so  fully 
illustrated  by  the  application  of  caustics  and  cautery,  that  I  was  led 
to  abandon  their  use  entirely  after  polypus  operations,  and  seek  for 
some  other  medication  that  would  prevent  tumours  from  reasserting 
themselves.  I  do  not  know  how  many  astringents  I  have  used 
with  this  aim  in  view.  After  a  thorough  trial  of  almost  every¬ 
thing  in  the  Pharmacopoeia  in  the  way  of  an  astringent,  I  have 
abandoned  all  medication,  with  the  exception  of  witch-hazel  or  the 
application  of  pure  alcohol.  To  the  former  I  give  the  preference. 

After  a  thorough  search  for  remaining  polypi  and  their  removal, 
I  have  the  patient  spray  the  nose  night  and  morning  with  either 
of  the  above-mentioned  drugs,  diluted  at  the  start  with  water  and 
gradually  increased  to  full  strength,  by  means  of  a  Burgess  spray. 
The  parts  should  be  thoroughly  moistened  with  the  chosen  drug, 
so  that  it  floods  the  nasal  fossa  and  runs  into  the  lower  pharynx. 
This  treatment  should  be  persisted  in  steadily  for  at  least  a  year 
•after  the  last  remaining  polypus  has  been  removed.  The  nose 
should  be  examined  at  stated  intervals,  and  if  there  is  a  semblance 
of  a  polypus  it  should  be  removed.  A  thorough  removal  of  polypi 
VOL.  cii.  x 
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cannot  be  secured  at  one  sitting,  or  at  a  few  successive  sittings. 
When  we  remove  the  lower  strata  of  the  growths,  the  one  above 
drops  down,  and  the  nose  may  appear  after  a  few  operations  to  be 
the  same  as  at  the  first  one.  Time  should  be  allowed  for  the 
polypi  to  descend,  as  the  pedicle  is  more  easily  detached,  the  irrita¬ 
tion  less,  and  the  hemorrhage  much  diminished.  Festina  lente  is 
a  good  adage,  in  the  removal  of  these  growths,  for  a  permanent 
cure. — N.  Y.  Medical  Record,  June  28,  1890,  p.  727. 


57.— USE  OF  THE  DENTAL  TREPHINE  IN  THE  TREATMENT 

OF  SPURS  AND  DEVIATIONS  OF  THE  NASAL  SEPTUM 
AND  SYNECHIAS  OF  THE  NASAL  FOSS^. 

By  Adolf  Bronner,  M.D.,  Surgeon  to  the  Bradford 
Eye  and  Ear  Hospital. 

On  examining  the  interior  of  the  nares  by  anterior  and  posterior 
rhinoscopy  we  are  struck  by  the  large  number  of  cases  in  which 
the  septum  narium  is  bent  or  thickened.  Morell  Mackenzie  ex¬ 
amined  2152  skulls,  and  found  that  in  1657  cases,  or  77  per  cent.,, 
there  was  a  more  or  less  unsymmetrical  position  of  the  septum. 
Zuckerkandl  found  that  in  370  skulls  the  septum  was  symmetrical 
in  123  cases,  unsymmetrical  in  ]  40,  and  irregularly  thickened  in 
107.  He  says  that  the  septum  was  always  symmetrical  in  skulls 
of  children  under  seven  years  of  age.  Loewenberg  found  that  the 
septum  was  perfectly  straight  only  in  about  14  per  cent,  of  the 
cases  he  had  examined. 

The  great  importance  of  these  deviations  and  hypertrophies, 
commonly  called  spurs,  is  that  they  in  many  cases  impede  the  free 
passage  of  air,  and  thus  prevent  normal  nasal  respiration.  This 
is,  of  course,  of  the  utmost  importance  in  connexion  with  the 
development  and  diseases  of  the  lungs  and  chest.  They  also  give 
rise  to  reflex  symptoms,  such  as  asthma  or  frontal  headache ;  they 
bring  on  diseases  of  the  middle  ear  and  throat ;  they  affect  the 
voice,  and  are  thus  of  great  importance  to  public  speakers, 
actors,  and  singers,  as  Lennox  Browne  has  so  ably  pointed  out. 
They  also  prevent  the  introduction  of  instruments  into  the  nostril, 
such  as  the  snare  for  removing  nasal  polypi,  the  galvano-cautery, 
and  the  Eustachian  catheter.  The  latter  is,  of  course,  very  im¬ 
portant  in  the  treatment  of  catarrh  of  the  middle  ear,  and  we 
thus  find  that  it  is  quite  essential  for  aurists  to  be  able  to  recog¬ 
nise  and  treat  these  abnormal  conditions.  Many  methods  have 
been  suggested  for  removing  the  spurs  and  deviations  of  the  sep¬ 
tum.  I  will,  however,  not  go  into  all  these  details,  and  will  only  as 
briefly  as  possible  record  the  methods  which  I  employ  in  most  well- 
marked  cases;  of  course  in  some  cases  I  adopt  the  ordinary  methods. 

I  have  had  small  trephines  made  of  various  sizes  and  lengths 
similar  to  the  trephines  used  for  opening  the  mastoid  antrum,  but 
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with  a  smooth  and  cutting  edge.  The  trephine  is  attached  to  an 
ordinary  dental  engine.  In  operating  for  spurs  I  paint  the  mucous 
membrane  over  the  spurwith  a  20  per  cent,  solution  of  cocaine,  and 
then  inject  five  or  six  minims  of  the  solution  under  the  mucous 
membrane  at  several  places  with  a  Pravaz  syringe.  The  external 
wall  of  the  nostril  is  then  drawn  outwards  with  a  Jurasz  or  modi¬ 
fied  Loewenberg  speculum.  The  engine  is  turned,  and  the 
trephine  placed  on  the  spur  and  pressed  gently  backwards, 
parallel  with  the  septum.  The  trephine  cuts  through  the  spur 
very  readily,  and  little  or  no  pressure  is  required.  The  operation 
is  not  nearly  so  painful  as  when  the  knife  or  saw  are  used.  In 
cases  of  exostosis  (which  are  very  rare)  I  should  use  the  ordinary 
trephine  with  saw-edge.  An  ansesthetic  is  never  necessary,  except 


when  the  patients  are  extremely  nervous.  There  is  very  little 
hemorrhage,  much  less  than  when  cocaine  is  not  used.  This  fact 
seems  to  me  to  be  of  great  importance,  as  it  greatly  simplifies  and 
shortens  the  operation.  After  the  operation  I  plug  the  nostril 
with  cotton-wool  soaked  in  glycerine  and  iodol,  and  leave  the 
plug  in  for  at  least  five  days.  In  speaking  on  the  operations  for 
spurs,  I  should  like  to  protest  against  the  assertion  which  is  found 
in  most  text-books,  that  you  can  easily  remove  the  spurs  with  the 
galvano-cautery.  This  is  quite  contrary  to  my  experience.  I 
have  tried  it  in  several  cases,  but  never  once  succeeded.  Of  course 
any  thickened  mucous  membrane  can  be  removed,  but  not  a  spur 
in  the  strict  sense  of  the  word. 

In  treating  deviations  of  the  septum,  in  which  the  deviating 
part  is  thickened  (and  this  is  very  often  the  case),  I  apply  the 
trephine  in  the  same  way  as  for  the  removal  of  a  spur.  Great 
care  must,  however,  be  taken  not  to  perforate  the  septum.  In 
cases  of  deviation  in  which  there  is  no  local  thickening,  I  follow 
to  a  certain  extent  the  suggestions  of  Hartmann.  After  having 
injected  cocaine,  I  make  a  U-shaped  incision  through  the  mucous 
membrane,  cutting,  as  it  were,  round  the  deviation.  The  open 
end  of  the  incision  is  directed  backwards.  I  then  detach  the  mu¬ 
cous  membrane,  and  throw  the  flap  backwards.  The  trephine  is 
applied  to  the  anterior  end  of  the  wound,  and  pressed  backwards 
and  inwards  till  it  reaches  the  base  of  the  flap.  It  is  then  with- 
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drawn,  and  the  detached  piece  of  the  septum  cut  off.  The  flap  is 
drawn  forwards  to  cover  the  wound,  and  a  flat  thin  piece  of 
wood  or  metal  pressed  against  it,  and  the  nostril  then  well 
plugged  with  cotton-wool.  The  wood  is  withdrawn  or  cut  off. 
The  plug  is  left  in  for  five  or  six  days,  and  then  carefully  with¬ 
drawn  and  renewed.  I  also  use  the  trephine  with  cutting  edge  in 
cases  of  synechise  of  the  turbinated  bones  with  the  septum  or  floor 
of  the  nares. 

I  am  perfectly  aware  that  the  foregoing  methods  of  operation 
are  not  entirely  new  or  original.  I  have,  however,  failed  to  find 
a  detailed  description  in  any  text-book  or  journal.  The  advan¬ 
tages  of  these  methods  (of  course,  only  the  well-selected  cases)  are, 
that  they  are  very  efficacious,  very  simple,  and  do  not  take  up 
much  time.  They  are  practically  painless,  and  an  anaesthetic  is 
therefore  not  necessary.  There  is  very  little  hemorrhage,  and  the 
patient  is  never  incapacitated  for  work  for  any  length  of  time.  In 
fact,  most  of  the  patients  on  whom  I  have  operated  walked  home 
after  the  operation,  and  felt  no  bad  after-effects  whatever.  I 
should  like,  before  concluding,  to  protest  strongly  against  any 
operation  being  performed  without  very  pressing  symptoms.  There 
can  be  no  doubt  that  in  late  years  nasal  surgery  has  been  very 
greatly  (to  use  a  very  mild  expression)  abused.  Operations  have 
been  performed  which  were  quite  uncalled  for,  and  instruments 
have  been  used  which  are  more  like  some  mediaeval  instrument  of 
torture  than  an  instrument  for  operating  on  such  fragile  structures 
as  the  turbinated  bones  or  septum  of  the  nose. — Lancet ,  July  26, 
1890,  p.  173. 


58.— ON  INTUBATION  OF  THE  LARYNX. 

By  G.  Hunter  Mackenzie,  M.D.,  Laryngist  to  the  Eye,  Ear, 
and  Throat  Infirmary,  Edinburgh. 

The  comparative  study  of  intubation  of  the  larynx  on  the  one 
hand,  and  of  tracheotomy  and  laryngotomy  on  the  other,  by  those 
who  have  had  experience  of  these  operations,  shows  that  the  for¬ 
mer  has  both  advantages  and  disadvantages  over  the  latter.  It 
will  probably  be  found  that,  especially  in  young  children,  the 
advantages  predominate  and  the  results  are  better. 

After  intubation  in  membranous  croup  (diphtheria  of  the 
larynx),  I  have  seen  bad  results  ensue  from  extension  of  the 
membrane  beyond  the  range  of  the  tube — an  occurrence  which 
might,  of  course,  also  follow  tracheotomy.  This  is  indicated  bv 
the  usual  signs  of  cyanosis,  and  in  addition  by  a  peculiar,  laboured 
“  wheezy  ”  expiration  of  gradual  onset.  It  is  of  importance  to 
recognise  the  signs  of  this  extension,  as  one  might  otherwise  be 
apt  to  infer  that  the  tube  was  at  fault,  and  so  have  recourse  to  a 
fruitless  tracheotomy;  for  intubation  does  not  necessarily  pre- 
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elude  a  subsequent  tracheotomy.  Certain  disadvantages  which 
appertain  more  particularly  to  the  operation  of  intubation  are 
illustrated  by  the  following  cases  : 

1.  At  the  beginning  of  February  of  1889  I  intubated,  at  the 
request  of  a  practitioner,  in  the  case  of  a  child,  aged  21  months, 
for  “  membranous  croup.”  The  insertion  of  the  tube  was  followed 
by  marked  relief  of  the  breathing,  and  all  went  well  until  about 
six  hours  afterwards,  when,  in  my  absence,  profuse  bleeding  from 
the  mouth  and  nose  set  in.  The  child  died  almost  immediately. 
Next  day  I  made  an  examination  of  the  larynx  and  tube.  I 
found  the  latter  plugged  by  a  clot  of  blood.  There  was  an  erosion 
of  the  inferior  (posterior)  laryngeal  artery  and  vein  on  the  left 
side,  but  not  sufficient,  in  my  opinion,  to  account  for  the 
bleeding.  As  permission  to  make  a  complete  necropsy  could  not 
be  obtained,  I  was  unable  satisfactorily  to  determine  the  true 
source  of  the  hemorrhage.  But  this  much  I  could  make  out,  that 
the  tube  as  it  lay  in  the  larynx  had  nothing  to  do  with  its  causation. 

2.  About  the  middle  of  the  same  month  I  was  requested  by 
another  practitioner  to  insert  a  tube  in  the  case  of  a  child,  aged 
3i|  years,  who  suffered  from  “  croup.”  The  immediate  result  of 
the  operation  was  most  satisfactory,  and  nothing  could  have  been 
better  than  the  ease  with  which  the  little  patient  breathed  for 
about  seventy-two  hours.  On  the  fourth  day,  in  the  absence  of 
the  family  physician,  I  was  hurriedly  sent  for,  and  arrived  only  to 
find  that  the  child  had  died  just  before  I  reached  the  house.  On 
removal  and  examination  of  the  tube  I  found  it  blocked  by  a  firm, 
dryish,  purulent  mass,  which  was  with  difficulty  removed,  even 
after  immersion  for  some  time  in  hot  water.  Inspection  of  the 
larynx  was  not  permitted. 

I  have  been  unable  to  find  any  record  of  a  case  similar  to  the 
first,  in  which  the  tube  was  blocked  by  a  clot  of  blood.  The 
fatal  result  in  the  second  might,  I  now  think,  have  been  obviated 
by  the  removal  of  the  tube  on  the  third  day.  It  had  been  my 
intention  to  do  so,  but  the  patient  at  that  time  was  progressing  so 
satisfactorily  that  I  was  induced  to  let  well  alone.  It  is  now  my 
rule  to  remove  and  examine  the  tube  not  later  than  forty- eight 
hours  after  its  insertion ;  should  this  be  followed  by  laryngeal 
dyspnoea,  reinsertion  can  easily  be  effected.  I  venture  to  think 
that  in  the  majority  of  cases  all  the  benefit  that  is  likely  to  result 
will  have  been  accomplished  within  that  period. 

3.  In  the  case  of  a  child,  aged  4|  years,  I  had  considerable  dif¬ 
ficulty  in  inserting  the  tube,  and  indeed  I  was  not  by  any  means 
certain  that  it  was  left  in  its  proper  position  in  the  larynx.  I  there¬ 
fore  allowed  the  silken  thread  to  remain  attached,  brought  it  out 
by  the  mouth,  and  fixed  it  by  adhesive  plaster  round  the  ear. 
Several  hours  before  death  the  child  gnawed  through  the  thread, 
and  the  tube  must  then  have  slipped  down  the  gullet,  for,  on 
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post-mortem  examination,  I  found  it  lying  in  the  lower  section  of 
the  oesophagus.  A  curious  point  was  that  the  little  patient  was 
able  to  drink  without  difficulty  until  a  short  time  before  death. 
On  making  some  experiments  with  the  larynx  after  death,  I 
found  it  not  an  easy  matter  to  introduce  the  appropriate  tube,  on 
account  of  the  narrowing  of  the  supraglottic  portion  of  the  larynx 
from  membrane  and  infiltration.  I  would  here  remark  upon 
the  endo-laryngeal  distortion  which  sometimes  ensues  in  diph¬ 
theria  rinembranous  croup),  and  which  is  best  demonstrated  by 
the  aid  of  casts  of  the  larynx.  This  last  case  has  hitherto  been 
the  only  one  in  which  I  have  encountered  any  real  difficulty  in 
inserting  the  tube. 

I  have,  on  a  very  few  occasions,  seen  the  tube  expelled  by 
coughing.  The  probability  of  this  occurrence  need  not  cause 
alarm,  as  there  is  usually  ample  time  for  its  reinsertion.  On  one 
occasion,  however,  its  ejectment  was  followed  by  immediate  severe 
dyspnoea.  Fortunately,  I  happened  to  be  in  the  patient’s  house  at 
the  time,  and  so  was  able  to  replace  it  at  once. 

The  difficulty  in  swallowing,  which  is  always  present  to  a  greater 
or  less  extent  so  long  as  the  tube  is  in  the  larynx,  is  an  additional 
reason  -why  the  tube  should  not  be  left  in  an  hour  longer  than  is 
absolutely  necessary. 

I  have  brought  forward  some  of  the  causes  of  failure  in,  and 
some  of  the  drawbacks  to,  this  operation,  believing  that  a 
consideration  of  these  will  be  more  useful  than  an  illustrative 
record  of  its  advantages-— of  which  it  is  not  by  any  means 
devoid.  After  a  fair  experience  of  it,  I  am  inclined  to  think  that 
the  operation  is  one  which  has  made  good  its  claim  to  a 
reasonable  trial  at  the  hands  of  the  profession.  It  is  doubtless 
still  capable  of  improvement,  especially  in  the  matter  of  instru¬ 
mentation 

Compared  with  tracheotomy,  I  would  say  that  the  advantages  of 
intubation  of  the  larynx  might  thus  be  summarised:  (1)  readier 
consent  of  relatives,  (2)  greater  ease  and  rapidity  of  operation,  (3) 
anaesthetic  not  necessary,  (4)  subsequent  opening  of  the  wind¬ 
pipe  is  not  precluded.  Its  disadvantages  are  connected  with  (1) 
deglutition,  and  (2)  blocking,  coughing-out,  or  swallowing  of  the 
tube.  Also,  in  cases  of  laryngeal  diphtheria  or  membranous 
croup,  it  may  not  permit  of  such  free  local  treatment  of  the  upper 
air  passage,  and  membrane  might  be  pushed  in  front  of  the  tube, 
and  so  cause  occlusion.  I  think  the  latter  objection  more  of  the 
nature  of  a  hypothesis  than  of  a  well  ascertained  fact.  False 
membrane  in  the  larynx  is  usually  very  closely  adherent  to  the 
subjacent  structures,  and  its  detachment  is  not  so  easily  accom¬ 
plished  by  artificial  means  as  some  objectors  to  intubation  would 
have  us  believe.  I  am  not  conscious  of  having  encountered  this 
mishap. — British  Medical  Journal ,  May  24,  1890,  p.  1188. 
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39.— THE  METHOD  OF  USING  DECALCIFIED  BONE  PLATES 
IN  OPERATIONS  FOR  INTESTINAL  ANASTOMOSIS. 

By  N.  Senn,  M.D.,  Ph.D.,  Professor  of  Surgery  in  tlie  Rush 

Medical  College,  Chicago. 

[The  following  is  an  abstract  of  Dr.  Senn’s  description  of  the 
method  of  using  his  Bone  Plates,  given  in  an  important  paper  on 
two  cases  of  Resection  of  the  Caecum.] 

In  preparing  the  plates  the  compact  layer  of  an  ox’s  femur  or 
tibia  is  cut  with  a  fine  saw  into  oval  plates,  \  of  an  inch  in  thick¬ 
ness,  2|  to  3  inches  in  length  and  1  inch  in  width.  The  plates 
are  then  decalcified  in  a  10  per  cent,  solution  of  hydrochloric  acid, 
changed  every  twenty-four  hours,  until  they  have  become 
sufficiently  soft,  so  that  they  can  be  bent  in  any  direction  without 


Fig.  1.— Perforated  decalcified  bone  plate,  thi-eaded  and  ready  for  use. 
(a)  Fixation  or  lateral  sutures  ;  ( b )  apposition  or  end  sutures. 
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fracturing.  After  delcalcification  they  are  washed  and  immersed 
for  a  short  time  in  a  weak  solution  of  caustic  potash,  so  as  to 
remove  the  acid.  I  do  not  dry  the  plates,  but  keep  them  after 
decalcification  in  a  solution  of  equal  parts  of  alcohol,  glycerine 
and  water,  which  keeps  them  in  a  pliable,  soft  condition,  and  such 
plates  undergo  no  change  in  size  after  their  introduction  into  the 
stomach  and  intestine  until  they  are  gradually  removed  by 
absorption  and  disintegration  from  the  third  to  the  tenth  day. 
After  the  acid  has  been  removed  the  central  oval  opening  can  be 
readily  made  with  a  sharp  penknife,  and  the  four  perforations 
around  it  for  the  threads  are  made  with  a  fine  drill,  and  after  the 
plate  is  threaded  it  is  kept  ready  for  use  in  the  solution  first 
mentioned.  When  the  plates  are  to  be  used  they  are  washed  in  a 
2  per  cent,  carbolic  acid  solution  and  the  threads  or  sutures 
attached  by  threading  tvro  fine  sewing  needles,  each  with  a  piece 
of  aseptic  silk  24  inches  in  length,  which  are  tied  together ;  the 
knots  become  the  ends  of  the  end  sutures,  while  the  middle  of 
such  thread  holds  a  needle  and  becomes  the  terminal  part  of  the 
lateral  or  fixation  sutures.  The  fastening  of  the  threads  upon  the 
plate  is  done  by  the  lock  stitch  by  another  thread  passing  through 
the  perforations  in  the  shape  of  a  loop  and  fastened  at  the  back. 
As  a  rule  the  central  opening  in  the  plate  should  correspond  to  the 
lumen  of  the  organ  which  has  become  partially  or  completely 
obliterated  by  the  cause  which  has  produced  the  obstruction. 
Thus,  in  gastro-enterostomy  the  perforation  in  the  plate  should  be 
as  large  as  the  lumen  of  a  normal  pylorus ;  in  ileo-colostomy  it 
should  correspond  in  size  with  the  lumen  of  the  ileum.  Messrs. 
Schorse  and  Co.,  302  Chestnut-street,  Milwaukee,  keep  on  hand 
different  sizes  of  the  plates  preserved  in  a  moist  state,  ready 
threaded,  and  furnish  with  each  pair  four  straight  Hagedorn’s 
self-threading  needles. 

Incision  of  the  Bowel. — The  incision  must  be  large  enough  to 
readily  admit  the  insertion  of  the  plate  without  using  any  force, 
and  yet  not  too  large,  as,  if  this  mistake  is  made,  the  plate  may 
escape  through  the  incision  after  the  sutures  have  been  tied. 
The  best  way  to  make  the  incision  is  to  compress  the  bowel 
between  the  thumb  and  index  finger  of  the  left  hand  in  a 
direction  parallel  to  the  organ,  and  then  with  a  sharp-pointed 
bistoury  perforate  the  wall  of  the  bowel  and  cut  from  within  out¬ 
wards  between  the  fingers  in  an  upward  direction. 

Insertion  and  fixation  of  the  plates. — As  the  incised  bowel  is 
supposed  to  be  empty  and  kept  so  either  by  digital  compression  or 
by  elastic  constriction  with  a  rubber  band,  there  is  no  danger  of 
fsecal  extravasation  taking  place.  Mucus  and  small  particles  of 
faecal  matter  are  removed  with  small  pledgets  of  gauze  or  anti¬ 
septic  cotton.  The  plate  is  inserted  while  the  bowel  is  held  in  the- 
same  position  as  when  the  incision  is  made.  The  plate  is  inserted 
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edgewise,  and  as  it  is  completely  in  the  lumen  of  the  bowel,  trac¬ 
tion  is  made  on  the  sutures  in  such  a  manner  that  the  plate  makes 
half  a  turn,  so  that  its  upper  surface  faces  the  wound.  It  is  now 
accurately  adjusted,  so  that  its  ends  are  equidistant  from  the 
angles  of  the  visceral  wound.  The  plate  is  then  fixed  in  this 
location  by  transfixing  the  entire  thickness  of  the  wall  of  the  bowel 
near  the  margin  of  the  wound  with  the  needle  attached  to  the 
lateral  or  fixation  suture. 


Fig.  2. — Ileo-colostomy  without  resection  of  caecum.  Showing  plates  in 
position,  one  in  the  ileum,  the  other  in  the  colon,  (a)  lateral  or  transfixion 
sutures  passed  through  the  margin  of  the  wound.  ( aa )  end  iigaturesfhanging 
out  of  the  wound.  (6)  posterior  row  of  superficial  or  Lembert  sutures.  ~ 
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The  lateral  sutures  are  intended  to  draw  the  margins  of  the 
wound  asunder  after  tying,  and  prevent  the  slipping  of  the  plates, 
and  for  these  reasons  they  merit  the  designation  “  fixation  suture.” 
The  end  sutures  serve  to  retract  the  angles  of  the  wound  and  assist 
in  holding  the  coapted  parts  in  apposition  after  they  are  tied. 
After  all  the  sutures  are  tied  the  opening  presents  a  diamond¬ 
shaped  appearance. 

Scarification  of  the  serous  surfaces . — When  the  surgeon  desires 
to  secure  union  between  serous  surfaces  he  resorts  to  mechanical 
irritation  for  the  purpose  of  inducing  a  circumscribed  plastic  peri¬ 
tonitis,  which  invariably  results  in  adhesions  and  obliterations  of 
the  serous  space.  Traumatic  irritation  with  the  point  of  an  aseptic 
needle  is  the  most  potent  means  to  provoke  a  circumscribed  plastic 
peritonitis,  and  is  followed  within  a  few  hours  by  a  copious  exuda¬ 
tion  of  plastic  lymph,  which,  like  a  cement  substance,  mechanically 
agglutinates  the  coaptated  surfaces.  When  the  plates  are  in  situ 
the  serous  surface  of  the  bowel  over  an  area  corresponding  to  the 
size  of  the  plates  should  be  scarified  with  an  aseptic  needle.  The 
scarification  should  not  be  so  deep  as  to  cause  bleeding,  but  only 
deep  enough  to  tear  the  endothelial  lining.  I  am  in  the  habit  of 
making  straight  lines,  which  are  crossed  by  other  lines,  mapping 
out,  as  it  were,  the  endothelial  surface  into  small  squares  repre¬ 
senting  a  diminutive  mosaic  pavement. 

Approximation  of  the  intestines . — After  both  surfaces  have  been 
thoroughly  scarified  the  intestines  which  it  is  intended  to  unite 
are  brought  together  by  an  assistant  in  such  a  manner  that  the 
two  wounds  are  directly  opposite  each  other. 

The  approximation  sutures  are  now  properly  arranged  so  that 
when  they  are  to  be  tied  the  corresponding  threads  can  be  readily 
found.  Before  any  of  the  sutures  are  tied  it  is  well  to  unite  the 
serous  surfaces  along  the  posterior  margins  of  the  plates  with  a  few 
superficial  sutures.  (Fig.  2  b.)  After  this  has  been  done,  the 
posterior  pair  of  fixation  sutures  is  tied  with  sufficient  firmness  to 
approximate,  but  not  to  compress,  the  parts  between  them.  The 
sutures  are  to  be  tied  always  in  a  square  knot  so  as  to  prevent 
slipping  of  the  knot.  Next  the  pair  of  end  sutures  away  from  the 
operator  is  tied,  and  when  this  has  been  done  the  opposite  pair  is 
tied.  All  of  the  sutures  are  cut  short  as  soon  as  they  are  tied. 
The  last  sutures  to  be  tied  are  the  remaining  fixation  sutures,  and 
while  these  are  being  tightened  the  margins  of  the  bowel  are 
inverted  between  the  plates  with  a  director  or  probe.  The  cut 
ends  of  the  last  knot  are  pushed  with  a  probe  towards  the  opening. 
Approximation  has  now  been  completed,  and  all  that  is  left  is  to 
reinforce  the  action  of  the  plates  by  suturing  the  serous  surfaces 
over  the  anterior  margins  of  the  plates  by  a  few  stitches  of  the 
continued  suture. 

The  part  of  the  intestine  exposed  during  the  operation  should 
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mow  be  thoroughly  cleaned  by  irrigation  with  sterilized  hot  water, 
and  after  being  well  dried  with  an  antiseptic  sponge  or  dry  gauze, 
the  part  clamped  together  by  the  hone  plates  is  ready  to  be 
replaced  into  the  abdominal  cavity  after  having  first  thoroughly 
cleansed  and  dried  the  iliac  fossa. 


Fig.  3. — Ileo-colostomy  as  seen  after  resection  of  the  csecum.  (a)  Closed 
ends  of  the  colon  and  ileum  directed  downwards  ;  ( b )  serous  surfaces  over  the 
anterior  margins  of  the  plates  united  by  a  number  of  stitches  of  the  continued 
suture. 

Anchoring  of  the  seat  of  anastomosis. — As  the  blind  end  of  the 
colon  is  to  serve  the  part  of  the  artificial  caecum  in  the  future,  and 
the  new  opening  will  serve  as  a  substitute  for  the  ileo-csecal  open- 
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ing,  these  parts  should  be  assigned  the  place  previously  occupied 
by  the  organs  removed.  Anchoring  of  the  seat  of  anastomosis 
is  an  important  step  of  the  operation.  The  anchoring  can  be 
readily  done  by  passing  a  small  suture  through  the  mesentery 
in  the  direction  of  the  blood-vessels  opposite  the  new  opening  on 
one  side  and  through  the  peritoneum  and  the  subserous  structures 


Fig.  4. — Ileo-colostomy,  completed  as  seen  without  resection  of  the  CDeeum. 

at  the  proper  point  of  the  other,  and  tying  with  sufficient  firmness 
to  bring  the  parts  into  apposition.  Scarification  of  a  limited  area 
of  peritoneum  on  both  sides  will  hasten  the  formation  of  adhe¬ 
sions  and  increase  their  power  of  resistance. — Journal  of  American 
Medical  Association,  June  14,  1890,  p.  853. 
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60.— CONCLUSIONS  CONCERNING  THE  DIAGNOSIS  AND 
OPERATIVE  TREATMENT  OF  GUNSHOT  WOUNDS 
OF  THE  STOMACH  AND  INTESTINES. 

By  Nicholas  Senn,  M.D.,  Prof.  Surg.  Kusli  Med.  College,  Chicago. 

1.  In  gunshot  wounds  of  the  abdomen,  in  the  absence  of  external 
faecal  extravasation  and  prolapse  of  the  omentum,  it  is  absolutely 
necessary  to  establish  the  fact  that  penetration  has  or  has  not  taken 
place  by  enlarging  the  wound  down  to  the  peritoneum,  if  the 
bullet  has  entered  the  peritoneal  cavity,  or  in  non-penetrating 
wounds,  sufficiently  far  to  show  conclusively  that  the  peritoneal 
cavity  has  not  been  invaded. 

2.  In  a  fair  percentage  of  cases  a  bullet  which  penetrates 
the  abdominal  cavity  does  not  produce  visceral  injuries  which 
require  treatment  by  laparotomy,  and  such  cases,  as  a  rule,  recover 
without  surgical  interference. 

3.  Absence  of  visceral  lesions  which  require  treatment  by  laparo¬ 
tomy  is  most  frequently  met  with  in  perforating  gunshot  wounds  of 
the  abdomen,  if  the  wound  of  entrance  is  at  or  above  the  level  of 
the  umbilicus,  and  if  its  course  is  in  an  antero-posterior  direction. 

4.  In  transverse  and  oblique  gunshot  wounds  of  the  abdomen  at  a 
point  below  the  level  of  the  umbilicus,  multiple  perforations  of  the 
intestines  may  be  confidently  expected. 

5.  The  general  and  local  symptoms,  with  the  exception  of 
external  faecal  extravasation,  are  of  absolutely  no  value  in  the 
differential  diagnosis  between  simple  penetrating  gunshot  wounds 
of  the  abdomen  and  penetrating  gunshot  wounds  of  the  abdomen 
complicated  by  serious  visceral  injuries  which  demand  prompt 
surgical  interference. 

6.  Alarming  internal  hemorrhage  caused  by  perforating  gunshot 
wounds  of  the  abdomen  can  be  recognised  by  the  symptoms  which 
characterize  progressive  acute  anaemia,  and  by  the  physical  signs 
due  to  the  presence  of  fluid  in  the  free  peritoneal  cavity. 

7.  Dangerous  internal  hemorrhage  furnishes  a  positive  and 
urgent  indication  for  treatment  by  laparotomy.  The  incision 
in  such  cases  should  be  ample  and  through  the  median  line. 

8.  After  opening  the  peritoneal  cavity  for  the  treatment  of 
alarming  hemorrhage,  temporary  haemostasis  should  be  secured  by 
digital  compression  of  the  aorta  below  the  diaphragm,  or  by 
packing  the  abdominal  cavity  with  a  requisite  number  of  large 
sponges  until  the  bleeding  points  can  be  discovered  and  the  hemor¬ 
rhage  arrested  by  permanent  measures. 

9.  The  existence  of  wounds  of  the  stomach  and  intestine  large 
enough  to  permit  the  escape  of  the  contents  of  these  organs  can  be 
infallibly  demonstrated  by  the  application  of  the  hydrogen  gas  test 
before  the  abdomen  is  opened. 

10.  Direct  insufflation  of  the  stomach  through  an  elastic  tube  is 
preferable  to  rectal  insufflation  as  a  diagnostic  test  in  all  cases 


310 


SURGERY. 


where,  from  the  location  of  the  wound  of  entrance  and  the 
probable  course  of  the  bullet,  there  is  reason  to  believe  that  this 
organ  is  the  seat  of  injury. 

11.  The  existence  and  probable  location  of  gunshot  wounds  of  the 
intestines  can  be  ascertained  by  rectal  insufflation  of  hydrogen  gas. 

12.  Through  insufflation  without  evidences  of  free  tympanites  or 
escape  of  gas  through  the  external  wound  demonstrates  either  the 
absence  of  perforations,  or  that  if  present  they  are  too  small 
for  leakage  to  take  place  ;  consequently  the  result  of  the  test  is  a 
strong  argument  in  favour  of  non-interference. 

13.  The  hydrogen  gas  test  should  invariably  be  relied  upon  in 
searching  for  the  perforations  after  the  abdominal  cavity  has  been 
opened,  as  this  method  of  examination,  if  properly  and  carefully 
conducted,  makes  extensive  eventration  unnecessary,  and  never  fails- 
in  revealing  every  perforation. 

14.  After  opening  the  abdominal  cavity  for  the  treatment 
of  gunshot  wounds  of  the  intestines,  the  lowest  perforation  is 
pointed  out  by  rectal  insufflation  of  hydrogen  gas,  but  in  the  search 
for  additional  perforations  the  inflation  should  be  made  directly 
through  the  perforation  last  sutured,  while  the  portion  of  the 
intestines  which  has  been  tested  and  the  perforation  sutured  is 
replaced  in  the  abdominal  cavity. 

15.  The  external  wound  should  never  be  closed  until  the  whole 
length  of  the  gastro-intestinal  canal  has  been  subjected  to  the 
hydrogen  gas  test,  in  order  to  guard  against  the  possibility  of 
leaving  a  perforation  undiscovered. 

16.  The  hydrogen  gas  test  under  ordinary  circumstances  does 
not  cause  fsecal  extravasation,  and  consequently  does  not  increase 
the  subsequent  risks  from  peritonitis. 

17.  Pure  hydrogen  gas  is  most  suitable  for  insufflation  of 
the  gastro-intestinal  canal  for  diagnostic  purposes,  as  this  sub¬ 
stance  is  non-irritating,  non-toxic,  and  possesses  valuable  inhibitory 
antiseptic  properties,  while  its  exceedingly  low  specific  gravity 
adds  still  more  to  its  value  when  used  for  this  purpose. 

18.  By  following  the  indications  furnished  by  the  hydrogen  gas 
test  the  surgeon  relieves  himself  of  all  medico-legal  responsibilities 
in  the  operative  treatment  of  penetrating  gunshot  wounds  of 
the  abdomen. 

19.  A  gunshot  wound  of  the  gastro-intestinal  canal  sufficiently 
large  to  permit  escape  of  the  contents  of  the  stomach  or  intestines 
must,  for  all  practical  purposes,  be  regarded  as  a  mortal  injury; 
on  this  account  its  treatment  by  laparotomy  is  urgently  indicated. 

20.  Laparotomy  in  the  treatment  of  gunshot  wounds  of  the 
stomach  and  intestines  should  be  performed  as  soon  as  possible 
after  the  infliction  of  the  injury,  and  always  before  a  septic 
peritonitis  has  had  time  to  develop. 

21.  The  closure  of  bullet  wounds  of  the  stomach  and  intes- 
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tines  is  accomplished  most  speedily,  and  with  a  sufficient  degree  of 
safety  by  the  application  of  one  row  of  interrupted  sero-muscular 
sutures  of  fine  aseptic  silk. 

22.  If  enterectomy  becomes  an  unavoidable  necessity  in  the 
treatment  of  gunshot  wounds  of  the  intestines,  the  continuity 
of  the  intestinal  canal  should  be  restored  by  making  an  anastomo¬ 
sis  between  the  closed  ends  by  lateral  apposition  with  decalcified, 
perforated,  moist,  bone  plates,  as  this  procedure  requires  less  time 
and  accomplishes  the  desired  result  with  a  greater  degree  of  safety 
than  circular  enterorrhaphy. 

23.  Flushing  of  the  abdominal  cavity  is  to  be  reserved  for  cases 
in  which  the  peritoneal  cavity  has  become  contaminated  by  escape 
of  the  contents  of  the  stomach  or  intestines. 

24.  Drainage  becomes  necessary  in  cases  in  which  the  peritoneal 
cavity  has  become  infected,  also  in  injuries  of  the  liver,  and  in 
wounds  of  the  spleen,  kidney  or  pancreas  not  treated  by  partial  or 
complete  extirpation  of  the  injured  organ. 

25.  The  adoption  of  adequate  provisions  for  the  prompt, 
aggressive  treatment  of  perforating  gunshot  wounds  of  the  abdo¬ 
men  in  hospital  tents  in  the  rear  of  the  line  of  battle,  should 
receive  the  most  serious  consideration  of  military  authorities,  and 
military  surgeons  who  will  have  charge  of  the  wounded  in  the 
wars  of  the  future. 

26.  The  necessary  diagnostic  skill,  and  requisite  manual 
dexterity  in  the  operative  treatment  of  gunshot  wounds  of  the 
stomach  and  intestines,  can  be  acquired  only  by  experiments 
on  the  lower  animals. — Journal  American  Medical  Association , 
Sept.  13,  1890,  p.  394. 

61. -REMARKS  ON  THE  OPERATION  OE  PYLORECTOMY. 

By  Sir  William  Stokes,  M.D.,  F.R.C.S.I.,  Professor  of  Surgery, 
Royal  College  of  Surgeons,  Ireland. 

[Sir  William  Stokes’s  paper  opens  with  the  narrative  of  an  unsuc¬ 
cessful  case  of  Pylorectomy,  in  regard  to  which  the  writer  says : — ] 

This  makes,  as  far  as  I  have  been  able  to  ascertain,  the  fifth 
pylorectomy  performed  in  these  countries.  I  have  been  informed 
by  Dr.  Bristowe  that  there  was  another  in  St.  Thomas’s  Hospital, 
but  I  have  not  learned  any  details  connected  with  it,  and  the 
result  was,  I  believe,  as  unsatisfactory  as  those  which  preceded  it. 
However,  it  is  satisfactory  to  know  that  a  break  in  the  cloud  has 
at  last  come  in  the  brilliant  result  obtained  comparatively  recently 
by  Mr.  Rawdon. 

It  may  possibly  help  us  to  determine  the  causes  of  our  high 
mortality  in  this  operation  if  we  take  a  rapid  survey  of  some  of 
the  principal  features  of  these  cases.  Mr.  Southam  first  performed 
the  operation  in  England  in  April,  1882.  His  patient  was  a  male, 
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aged  43,  and  was  greatly  emaciated  at  the  time  of  the  operation, 
unable  to  take  any  solid  food,  and  suffered  from  constant  sickness 
after  taking  nourishment  of  any  kind.  This  condition  of  things 
had  gone  on  for  four  months  previously.  In  this  case  the  patient 
survived  the  operation  fourteen  hours. 

The  second  case  was  Mr.  Meyland’s,  and  was  operated  on  in 
March,  1886.  The  patient  was  a  male,  aged  46,  and  at  the  time  of 
the  operation  was  apparently  even  in  a  more  debilitated  condition 
than  the  former  case.  There  was  great  weakness,  emaciation,  pain, 
and  frequent  vomiting,  and  he  was  rapidly  losing  weight.  In  this 
case,  too,  there  was  much  glandular  contamination,  chiefly  in  the 
gastro-hepatic  omentum.  The  patient  had  been  suffering  from 
svmptoms  referable  to  the  stomach  and  pylorus  for  two  years.  The 
operation  lasted  in  this  case  three  and  a  half  hours.  The  patient 
survived  four  days. 

The  third  case  was  Mr.  McArdle’s,  operated  on  in  May,  1886.  I 
have  not  ascertained  the  length  of  time  the  patient  was  suffering 
previously  to  the  operation,  but  she  was  in  a  condition  of  great 
prostration  and  emaciation  when  it  was  performed.  The  operation 
lasted  three  hours.  This  patient  survived  four  hours. 

The  fourth  case  was  Professor  Buchanan’s,  operated  on  in  1888. 
His  patient  was  a  female,  aged  48,  pallid,  weak,  and  much  emaci¬ 
ated.  There  was  great  distension  of  the  stomach,  and  a  nodulated, 
freely  movable  pyloric  tumour  about  the  size  of  a  hen’s  egg.  In 
this  case  seventeen  hours  was  the  time  the  patient  survived  after 
the  operation,  which  lasted  two  hours  and  a  half. 

The  fifth  case  was  the  one  under  my  care,  the  details  of  which 
I  have  already  given,  and  the  symptoms  in  which,  like  the  pre¬ 
ceding  ones,  were  complained  of  long  previous  to  the  operation.  In 
my  case  the  operation  lasted  two  hours  and  three  quarters. 

The  1  ast  case  (Mr.  Rawdon’s) — “  the  break  in  the  cloud,”  as  I 
have  termed  it — has  quite  recently  been  published  ;  but  in  con¬ 
nection  with  it  the  following  circumstances  are  important  to  bear 
in  mind  :  First,  that  the  pyloric  portion  of  the  tumour  was  small 
in  size ;  that  there  were  no  adhesions  ;  that  there  was  no  extreme 
emaciation  ;  that  the  serious  symptoms  were  only  “  of  some  weeks’ 
duration  ;  ”  and  that  the  operation,  mainly  owing  to  the  sutures 
that  were  employed,  was  not  by  any  means  as  protracted  as  any  of 
the  preceding  ones. 

The  outcome  of  this  brief  survey  is  important,  for  we  observe  in 
five  of  the  six  cases  that — 1.  The  symptoms  of  pyloric  stenosis  had 
existed  for  a  lengthened  period  previously  to  the  operation.  2. 
That  great  weakness  and  emaciation  existed  at  the  time  of  the 
operation.  3.  That  there  was  constant  vomiting.  4.  That  the 
operation  was  much  protracted  in  consequence  of  a  difficult  and 
complicated  system  of  sutures  having  been  employed,  and  which 
rendered  also  an  unduly  prolonged  narcosis  necessary.  5.  That  in 
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the  sixth  case  these  unfavourable  conditions  were  for  the  most 
part  absent. 

As  regards  the  causes  that  have  brought  about  such  a  high 
mortality,  we  may,  I  think,  accept  those  given  by  Winslow, 
namely,  shock,  collapse,  inanition,  peritonitis,  and  gangrene  of  colon. 
The  most  generally  accepted  view,  and  one  probably  containing 
many  elements  of  probability  in  it,  is  that  the  shock  is  due  to  the 
great  length  of  time  the  operation  necessitates.  Bat  the  collapse 
cannot  altogether  be  due  to  this,  for,  as  Mr.  Butlin  has  pointed  out, 
many  successful  cases  of  ovariotomy — and,  I  may  add,  hysterec¬ 
tomy — as  well  as  other  operations,  have  taken  as  long,  but  rather, 
as  he  says,  to  the  emaciation  and  debilitated  condition  of  the 
patient  at  the  time  of  the  operation. 

Mr.  Southara  has  propounded  a  theory  as  to  the  cause  of  the 
collapse,  which,  however,  I  cannot  but  regard  as  untenable.  He 
suggests  that  it  may  be  due  to  septic  intoxication  from  the  fer¬ 
ments  in  the  alimentary  canal  getting  into  the  peritoneal  cavity 
by  the  law  of  osmosis,  and  setting  up  an  acute  and  rapidly  pro¬ 
gressive  peritonitis,  sufficient  to  destroy  life  in  the  course  of  a  few 
hours ;  and  he  also  thinks  that  the  division  of  the  stomach  and 
intestines  renders  it  impossible  to  keep  the  parts  perfectly 
aseptic.  In  this  view  I  cannot  coincide  either.  If  any  of  the 
methods  of  suture,  such  as  that  of  Czerny-Lembert,  are  carefully 
carried  out,  and  during  the  section  of  the  stomach,  previously 
asepticised  by  diligent  irrigation,  the  contents  are  prevented  from 
getting  access  to  the  cavity  of  the  peritoneum  by  the  devices  of 
either  Rydygier,  Gussenbauer,  Schede,  Billroth,  Treves,  and  others, 
one  need  not  be  very  apprehensive  as  to  sepsis  supervening  from 
that  cause. 

It  seems  to  me  that,  from  the  hitherto  published  records  of 
pyloric  resection,  two  main  causes  have  militated  against  success : 
one  is  the  late  period  in  the  development  of  the  disease  in  which 
the  operation  has  been,  as  a  rule,  undertaken,  and  the  other  is  one 
connected  altogether  with  the  technique  of  the  operation,  namely, 
the  introduction  of  so  many  . and  such  complicated  sutures,  which 
necessarily  protract  the  performance  of  the  operation,  and  in  this 
way,  from  the  long  exposure  of  the  parts  involved,  induces — 
especially  in  weak,  debilitated  individuals — shock  and  collapse.  As 
regards  the  first  of  these  causes,  it  seems  to  me  that,  having  regard 
to  the  comparatively  little  risk  that,  with  due  antiseptic  precau¬ 
tions,  attends  exploratory  abdominal  operations,  especially  in 
females,  we  should,  in  cases  where  we  reasonably  suspect  the  ex¬ 
istence  of  any  organic  pyloiic  disease,  expose  the  part,  with  the 
twofold  object  of  determining  the  existence  or  not  of  any  adhesions, 
the  size  and  exact  situation  of  the  growth,  and  also  if  infiltration 
to  any  extent  of  the  adjacent  tissues  exists.  When  accurate  in¬ 
formation  on  these  points  is  obtained,  we  could,  strengthened  by 
VOL.  CII.  y 
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the  knowledge  thus  obtained,  either  decline  any  further  operative 
interference  or  proceed  to  perform  the  operation  with  a  confidence 
we  could  not  otherwise  hope  to  have  in  the  performance  of  what 
Prof.  Buchanan  has  rightly  stated  is  “a  truly  formidable  operation.” 

The  other  point  is  the  question  of  sutures.  That  a  thoroughly 
accurate  and  firm  fixation  by  sutures  of  the  edges  of  the  duodenum 
and  pyloric  end  of  the  stomach  is  essential  to  success  goes  without 
saying.  But  it  is  a  question  whether  a  simpler  and  speedier  method 
than  those  may  not  satisfactorily  fulfil  the  required  conditions. 
The  suturing  of  the  mucosa,  for  example,  is  one  of  the  steps  of  the 
procedure,  as  in  the  Czerny-Lembert  method,  which  undoubtedly 
greatly  protracts  the  operation.  In  my  case  thirty-one  were 
inserted,  and  after  making  many  experiments  on  the  cadaver  I 
feel  confident  that  an  efficient  closure  can  be  made  by  confining 
ourselves  to  the  serous  and  muscular  structures,  and  letting  the 
mucosa  take  care  of  itself.  I  cannot  but  think,  too,  that  the  use 
of  the  continuous  suture,  involving  only  the  serous  and  muscular 
coats  of  the  stomach,  should  be  employed  at  all  events  in  the 
curtailment  of  the  pyloric  end  of  the  stomach.  Time  would  cer¬ 
tainly  be  saved  by  the  adoption  of  this  method  of  suture.  Another 
plan,  undoubtedly  affording  facilities  for  expediting  the  operation, 
would  be  the  use  of  Senn’s  decalcified  bone  plates,  employed  with 
such  success  by  Mr.  Rawdon,  and  also  by  Mr.  Clark  in  his  recently 
published  interesting  case  of  gastro-enterostomy. 

The  question  has  been  boldly  raised  as  to  whether,  having  re¬ 
gard  to  the  unfavourable  statistics  of  the  operation  and  the  fre¬ 
quency  of,  and  in  some  instances  very  speedy,  recurrence  of  the 
disease,  pylorectomy  can  ever  be  regarded  as  a  legitimate  pro¬ 
cedure.  But  it  should  be  remembered  that  in  some  of  the  cases,  a 
year,  fifteen  months,  and  in  one  instance  four  years,  elapsed  before 
the  patient  succumbed.  To  base  a  proposition  on  the  ground  of 
frequency  of  recurrence  seems  to  me  to  be  unphilosophical,  for 
the  logical  outcome  of  the  adoption  of  such  a  principle  would  be 
the  practical  abandonment  of  operations  for  cancer  on  other  organs 
frequently  affected — notably  the  tongue  and  breast — and  I  cannot 
but  think  that  increasing  surgical  experience  tends  rather  to 
strengthen  than  to  paralyse  the  efforts  of  surgeons  in  the  oper¬ 
ative  treatment  of  cancerous  maladies  of  these  organs.  Certainly 
my  own  clinical  experience,  extending  now  over  a  large  number 
of  years,  during  which  I  have  operated  on  all  recognised  forms 
of  cancer  in  every  accessible  situation,  tends  in  that  direction, 
and  not  only  emphasises  the  desirability  of  early  recognition  and 
early  removal  if  a  cure  or  a  tardy  reappearance  of  the  disease  is  to 
be  reasonably  anticipated,  but  also  compels  the  adoption  of  views 
in  favour  of  the  primarily  local  origin  of  the  disease,  views  which, 
as  time  has  progressed  and  experience  widened,  have  deepened  and 
crystallised  into  firm  belief. 


ALIMENTARY  CANAL. 


fJli> 

From  the  preceding  observations  the  following  propositions  may, 
I  think,  be  stated : 

1.  That  the  recognition  of  the  disease  should,  if  possible,  be  made 
before  any  marked  emaciation  and  weakness  supervene. 

2.  That  in  all  doubtful  cases  exploratory  measures  should  be 
adopted  with  the  view  of  (a)  forming  a  just  estimate  of  the  nature 
of  the  disease,  ( b )  the  existence  or  non-existence  of  adhesions,  (c) 
the  presence  or  absence  of  much  glandular  infiltration. 

3.  That  washing-out  or  irrigation  of  the  stomach  is  a  desirable 
antiseptic  precaution,  and  can  be  easily  carried  out  without  ex¬ 
hausting  the  patient. 

4.  That  the  protracted  nature  of  the  operation,  as  usually  perfor¬ 
med,  unquestionably  tends  to  promote  shock  and  ultimate  collapse. 

•5.  That  with  the  view  of  shortening  the  operation  it  is  desirable 
to  determine  what  is  an  effectual  and,  at  the  same  time,  speedy 
method  of  inserting  sutures. — British  Medical  Journal,  May  3, 
1890,  p.  998. 


•62. — REMARKS  UPON  A  CASE  OF  CYST  OF  THE  PANCREAS. 

By  Frederick  Treves,  F.R.C.S.,  Surgeon  and  Lecturer  on 
Anatomy  to  the  London  Hospital. 

FThe  clinical  lecture  from  which  the  following  excerpt  is  taken, 
was  based  upon  the  case  of  an  enormous  pancreatic  cyst,  operated 
upon  in  July,  1888,  and  now  reported.  The  disease  was  not 
diagnosed  and  not  suspected  until  the  abdomen  was  opened.  The 
patient  was  a  man  aged  40.  He  had  noticed  for  seven  or  eight 
months  a  throbbing  sensation  in  the  region  of  the  umbilicus,  which 
was  perceptible  only  when  he  lay  upon  the  abdomen,  which  ceased 
when  he  altered  his  position,  and  which  gave  him  neither  trouble 
nor  anxiety.  Later  on  he  complained  of  feeble  pains  in  the  abdomen, 
a  sense  of  fulness  after  every  meal,  a  slight  feeling  of  nausea,  some 
lassitude  and  considerable  depression  of  spirits.  There  was  neither 
ascites  nor  jaundice.  The  bowels  were  regular  and  the  stools  passed 
were  of  perfectly  normal  appearance.  The  eyes  were  a  little 
sunken,  and  the  expression  was  that  of  utter  and  hopeless  melan¬ 
choly.  The  complexion  was  of  a  dirty-brown  colour.  He  spoke 
■as  a  man  would  speak  who  is  intensely  drowsy,  but  he  had 
taken  no  narcotic.] 

In  the  abdomen  was  a  tumour  which,  although  quite  median, 
was  a  little  more  prominent  on  the  left  than  on  the  right  side.  Its 
upper  limit  was  some  three  inches  above  the  umbilicus,  and  below 
it  reached  to  the  pubes.  It  extended  so  far  laterally  as  to  occupy 
nearly  the  whole  of  the  front  of  the  abdomen.  The  area  indicated 
was  quite  dull  on  percussion.  Both  flanks  were  resonant,  as 
were  also  both  iliac  fossae.  There  was  no  evidence  of  ascites.  There 
was  a  resonant  area  between  the  tumour  and  the  liver.  Nothing 


316 


SUHGEBY. 


abnormal  could  be  felt  per  rectum,  nor  could  the  tumour  be  reached 
in  that  direction.  To  the  hand  the  mass  felt  perfectly  smooth  and 
well  rounded ;  it  was  firm  and  elastic,  and  exhibited  no  sense  of 
fluctuation  ;  it  was  quite  fixed.  Respiratory  movements  had  no 
effect  upon  it,  and,  while  it  could  apparently  be  moved  a  very  little 
from  side  to  side,  it  was  quite  immovable  in  the  vertical  direction. 
The  whole  abdominal  wall  was  very  tense ;  the  skin  was  smooth, 
and  glistening,  and  marked  by  many  wide  lineae  albicantes.  Below 
the  umbilicus  were  a  few  distended  veins  visible  beneath  the  integu¬ 
ment.  The  tumour  was  the  seat  of  no  pain,  and  rough  manipulation 
elicited  no  tenderness.  The  patient  was  seen  by  Dr.  Stephen 
Mackenzie.  He  did  not  consider  the  symptoms  such  as  would  form 
the  basis  for  a  definite  diagnosis.  T  inclined  to  the  belief  that  the 
tumour  might  be  sarcomatous.  Its  growth  had  been  very  rapid. 
It  felt  elastic;  it  did  not  fluctuate.  Although  the  patient  had 
wasted  but  little,  the  alteration  in  his  appearance  hardly  suggested 
an  innocent  growth.  The  idea  of  a  cyst  was  never  entertained  ; 
the  mass  appeared  to  be  solid  and  heavy.  I  pointed  out  the  diffi¬ 
culties  of  the  position  to  the  man,  and  suggested  an  exploratory 
incision.  I  was  so  influenced  by  the  impression  that  the  tumour 
was  malignant  that  I  could  in  no  way  urge  this  step.  It  was  rather 
the  outcome  of  the  patient’s  intense  anxiety  that  “  something  should 
be  done.”  This  instinct  probably  saved  the  man’s  life. 

The  operation  was  performed  on  July  13th.  Many  of  you  wilL 
remember  the  circumstances  of  it.  The  abdomen  was  opened  in 
the  median  line  below  the  umbilicus.  The  tumour  was  at  once 
exposed,  and  the  fact  that  it  was  a  very  greatly  distended  cyst 
became  directly  evident.  Its  outer  surface  was  perfectly  smooth 
and  of  a  reddish-brown  colour.  There  were  no  adhesions  of  any 
kind.  The  cyst  was  quite  median  in  position,  and  nearly  touched 
the  symphysis  pubis.  It  evidently  was  placed  behind  the  peritoneum 
of  the  posterior  parietes.  It  was  quite  fixed.  The  reflections  of 
the  peritoneum  from  the  sides  of  the  tumour  on  to  the  kidney  and 
the  meso-eolon  were  noted.  The  growth  was  in  close  contact  with 
the  spine,  and  this  intimate  association  was  retained  as  low  down 
as  the  fourth  lumbar  vertebra.  The  small  intestines  were  for  the 
most  part  below  the  tumour,  and  to  the  left.  The  omentum  and 
transverse  colon  were  above  it.  The  stomach  was  also  above  it, 
and  to  the  left.  The  cyst  was  punctured  in  the  middle  line,  and  a 
jet  of  fluid  was  projected  with  great  violence  across  the  theatre. 
The  tenseness  of  the  cyst  was  remarkable.  The  cavity  was  freely 
opened,  and  the  margins  of  the  cyst  wall  were  attached  by  fourteen 
sutures  to  the  parietal  wound.  Two  sutures  were  introduced  into' 
the  latter  wound.  A  piece  of  drainage-tube  one  foot  in  length  and 
with  a  diameter  of  one  inch  was  inserted.  The  interior  of  the  cyst 
was  perfectly  smooth.  Its  wall  was  about  1|  to  2  lines  in  thick¬ 
ness.  On  introducing  the  hand  the  cyst  was  traced  up  to  the  region 
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of  the  pancreas.  Its  upper  boundary  was  transverse,  and  it  was 
-closely  attached  to  the  spine  and  the  aorta.  Eighty-five  ounces  of 
fluid  were  collected.  Probably  about  a  hundred  ounces  escaped 
in  all.  The  fluid  was  thick,  opaque,  and  of  a  brownish-red  colour. 
It  was  alkaline,  and  was  shown  to  contain  many  blood-corpuscles, 
some  albumen,  but  no  bile  aud  no  urea.  About  a  teacupful  of 
brownish  blood-clot  was  removed  from  the  cyst  after  the  fluid 
bad  escaped. 

The  after-history  of  the  patient  calls  for  little  comment.  The 
bowels  were  opened  on  the  sixth  day ;  the  stitches  were  removed 
in  part  on  the  seventh  day  and  in  part  on  the  tenth.  A  little 
morphia  was  given  during  the  first  forty-eight  hours.  No  trace  of 
albumen  was  discovered  in  the  urine  after  the  third  day.  The  dis¬ 
charge  was  at  first  very  copious,  but  soon  became  thin  and  pale,  like 
mutton  broth.  It  did  not  “digest”  the  skin,  nor  did  it,  indeed, 
cause  undue  irritation  of  the  integument.  The  most  remarkable 
feature  during  the  period  of  convalescence  was  the  state  of  drowsi¬ 
ness  into  which  the  patient  passed.  For  nearly  fourteen  days  he 
remained  strangely  apathetic, and  appeared  to  be  nearly  always  asleep. 
His  condition  resembled  that  of  a  man  who  was  under  the  influence  of 
morphia — a  resemblance  supported  by  the  abiding  contraction  of  the 
pupils.  The  cyst  cavity  contracted  rapidly.  It  suppurated,  and  for 
some  weeks  the  temperature  was  high.  The  patient  did  not  leave 
his  bed  until  nearly  six  weeks  had  elapsed,  and  he  is  now  about  to 
be  discharged  from  the  hospital,  just  two  months  after  the  opera¬ 
tion.  There  is  merely  a  sinus,  into  which  a  medium-sized  drain¬ 
age-tube  is  introduced  to  a  depth  of  four  inches.  The  man  may 
now  be  said  to  be  well. 

Later  Report. — In  another  month  the  sinus  had  entirely  closed, 
so  that  three  months  were  occupied  in  the  obliteration  of  this  great 
cyst.  Twelve  months  after  the  operation  the  patient  came  to  the 
hospital  to  show  himself.  He  stated  that  he  was  now  as  well  as 
ever,  and  as  well  able  to  do  his  work.  The  face  was  no  longer 
pigmented,  and  the  pupils,  although  still  small,  were  no  longer  con¬ 
tracted.  The  abdominal  wall  had  yielded  a  little  at  the  site  of  the 
wound,  and  to  support  it  the  patient  wore  an  elastic  belt.  His 
digestion  was  perfect  and  his  bowels  acted  regularly.  He  had, 
indeed,  no  symptoms.  No  trace  of  the  cyst  could  be  felt.  At  the 
present  date  nearly  two  years  have  elapsed  since  the  operation  was 
performed,  and  as  the  patient  still  remains  quite  well,  he  may  be 
considered  as  cured. 

With  regard  to  the  general  features  of  cysts  of  the  pancreas,  the 
most  substantial  contribution  to  our  knowledge  of  the  subject  has 
been  provided  by  Dr.  Senn  in  his  monograph  in  the  American 
Journal  of  the  Medical  Sciences,  July,  1885,  and  Jan.,  1887.  In 
this  very  admirable  paper  examples  of  eleven  cases  treated  by  opera¬ 
tion  are  collected.  Since  1887  a  large  number  of  cases  have  been 
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placed  on  record,  and  upon  a  study  of  these  the  following  general 
account  of  the  features  of  the  disease  may  be  based. 

The  trouble  would  appear  to  be  more  frequently  met  with  in  men 
than  in  women,  and  to  be  distinctly  an  affection  of  middle  life.  The 
average  age  is  about  thirty-six.  The  youngest  patient,  so  far  as  the 
recorded  cases  at  present  stand,  was  sixteen,  the  oldest  seventy-two. 
In  the  matter  of  etiology  there  is  little  to  be  said.  In  the  majority 
of  cases  the  trouble,  as  in  the  present  instance,  appeared  without 
apparent  cause.  In  a  few  examples  the  cyst  made  its  appearance 
within  a  comparatively  short  time  of  the  receipt  of  an  injury.  In 
one  case  at  least  the  trouble  seems  to  have  followed  an  attack  of 
“  acute  gastro-enteritis.”  In  the  majority  of  cases  the  symptoms, 
apartfrom  the  appearance  of  the  growth, have  been  almost  negative. 
The  tumour  has  usually  increased  rapidly,  and  the  chief  complaints 
have  been  of  a  painful  sense  of  fulness  after  food,  of  distension,  of 
digestive  disturbances,  and  possibly  of  nausea.  Eructations  are 
common,  and  the  patients  are  usually  described  as  languid,  feeble, 
or  depressed.  Emaciation  to  any  extent  is  seldom  present;  vomit¬ 
ing  is  comparatively  rare.  In  Dr.  Bull's  case  there  was  hemorrhage- 
from  the  stomach  and  bowel.  The  pain  complained  of  has  usually 
been  slight  and  of  a  vague  neuralgic  character.  The  appearance  of 
the  cyst  has  been  preceded  by  periodic  attacks  of  pain  or  by  a 
long-standing  sense  of  discomfort  in  the  epigastrium.  The  bowels 
have  in  most  of  the  examples  acted  regularly.  Diarrhoea  is  men¬ 
tioned  in  many  instances,  but  in  no  case  do  fatty  stools  appear  to 
have  been  passed.  Albumen  or  sugar  in  the  urine  is  noted  in  not 
a  few  examples.  There  is  no  ascites,  and,  as  a  rule,  no  jaundice. 
The  skin  is  usually  described  as  dusky,  dirty,  earthy,  unhealthy 
looking,  or  yellowish.  The  tumour  is  round  and  tense.  It  is  elastic 
and  may  not  give  a  sense  of  fluctuation.  It  is  of  clear  outline,  often 
presents  aortic  impulse,  but  is  usually  not  movable.  Adhesions  are 
quite  uncommon.  It  is  situated  above  the  umbilicus  hi  the 
epigastric  region.  It  may  be  in  close  contact  with  the  liver ;  it  may 
be  large  enough  to  fill  the  whole  abdomen.  The  fluid  is  usually 
turbid,  brownish,  odourless,  and  of  fairly  high  specific  gravity.  It 
is  alkaline  or  neutral  in  reaction,  contains  albumen,  but  neither  bile 
nor  urea.  It  has  the  power  of  emulsifying  fat  and  of  converting 
starch  into  sugar.  In  many  cases  it  lias  caused  the  skin  about 
the  wound  to  be  very  sore  and  raw,  and  it  has  been  described  as 
“digesting  the  skin.”  The  brownish  colour  of  the  fluid  is  due  to  an 
admixture  of  blood,  and  in  the  rarer  cases  the  fluid  has  exhibited 
lighter  tints,  and  has  been  described  as  yellow,  and  even  as  white- 
It  appears  to  be  always  turbid.  It  may  possess  no  digestive 
properties,  just  as  the  fluid  in  hydro-nephrosis  may  possess  few,  if 
any,  of  the  specific  features  of  urine. 

When  Senn’s  paper  was  written,  in  no  instance  had  a  correct 
diagnosis  been  made  before  operation.  Since  that  time,  however,, 
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the  nature  of  the  affection  has  been  recognised  by  many,  by  Lardy, 
Subotic,  Wolfler,  Bull,  and  others.  In  not  a  few  cases  an  explora¬ 
tory  tapping  has  not  enabled  the  surgeon  to  make  a  sure  diagnosis. 
Pancreatic  cysts  have  been  mistaken  for  ovarian  tumour,  hydatid 
cyst,  malignant  growths,  lipoma,  circumscribed  peritonitis,  and  even 
aneurysm.  Senn’s  statement,  that  “  a  positive  diagnosis  of  a  cyst  of 
the  pancreas  is  impossible,”  must  now  be  modified,  and  with  the 
knowledge  we  now  possess  there  is  no  reason  why  the  condition 
should  not,  in  all  uncomplicated  cases,  be  recognised.  The  disease, 
if  left  to  itself,  appears  to  be  always  fatal,  and  I  believe  nothing  is 
known  of  any  mode  of  spontaneous  cure. 

In  the  matter  of  treatment,  I  have  collected  twenty-four 
examples  of  cyst  of  the  pancreas  treated  by  operation.  They  may 
be  thus  arranged  : — 

No.  of  cases.  Recoveries.  Deaths. 

Incision  and  drainage .  16  15  1 

Removal  or  attempted  removal  6  15 

Simple  tapping .  2  -  2 

24  16  8 

It  must  be  understood  that  in  those  who  recovered  a  fistula  was 
left  which  was  in  some  cases  many  months  in  closing.  The  possibility 
of  a  permanent  fistula  may  be  disregarded.  Among  the  cases  of 
recovery  is  Dr.  Bull’s  case.  The  patient  survived  the  operation,  and 
may  be  said  to  have  entirely  recovered  from  it  when  he  died  of  diabetes. 
The  figures  given  above  show  very  conclusively  that  the  line  of 
treatment  should  be  by  incision  and  drainage,  and  that  no  attempt 
should  be  made  to  remove  the  cyst.  The  treatment  by  repeated 
tapping  has  nothing  to  recommend  it,  and  an  exploratory  tapping 
is  also  to  be  condemned. — Lancet ,  Sept.  27,  1890,  p.  656. 


63.— THE  RADICAL  CURE  OF  HERNIA— NEW  MODIFICATION 
OF  MACEWEN’S  OPERATION. 

By  E.  Stanmore  Bishop,  Surgeon  Ancoats  Hospital,  Manchester. 

Operations  for  radical  cure  of  hernia  are  divisible  into  two  classes  : 

First. — Those  which  act  by  the  production  of  an  obstruction  to 
return  of  the  prolapsed  bowel  in  the  abdominal  wall  itself. 

This  category  contains  the  majority  of  the  operative  measures  at 
present  in  vogue,  and  in  its  turn  is  divisible  into  two : 

a.  Those  produced  by  various  methods  of  suture  applied  to  the 
sac  and  canal.  This  includes  the  methods  of  Banks,  Ball,  Wood, 
Socin,  Riesel,  and  Halstead. 

b.  Those  which  aim  at  producing  scar  tissue  in  the  walls  of  the 
canal  and  superjacent  tissue,  including  the  methods  of  McBurnev, 
Spanton,  and  Little. 

Second. — The  second  class  includes  all  measures  which  aim  at 
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the  formation  of  an  internal  pad  which  shall  block  the  hernial 
opening  from  within,  thus  making  the  abdominal  walls  themselves 
the  spring  of  a  natural  truss,  the  pad  of  which  is  inside.  This 
category  includes  the  operations  of  Macewen,  Barker,  and  my  own. 
Macewen’s  operation  is  perfectly  well  known;  the  ordinary 
incision  being  made,  and  the  herniated  bowel  returned,  the  sac  as  a 
whole  is  dissected  out,  and  freed  from  its  connections  in  the 
scrotum,  the  inguinal  canal,  and  for  half  an  inch  around  the 
abdominal  aspect  of  the  internal  ring.  A  thread  is  fixed  to  the 
fundus,  and  carried  through  and  through  the  sac  from  side  to  side 
up  to  the  external  ring;  this  thread  is  then  passed  on  through  the 
canal  to  the  abdominal  aspect  of  the  fascia  transversalis,  and  there 
penetrates  the  abdominal  wall  about  one  inch  above  the  internal 
ring ;  by  passing  the  thread  through  and  through  the  muscle, 
after  pulling  upon  it  so  as  to  invaginate  the  plug  so  formed,  it 
is  fixed,  and  the  sac  then  lies  inside  the  abdominal  opening 
between  the  transversalis  fascia  and  the  outer  surface  of  the 
peritoneum,  in  the  space  formed  for  it  by  freeing  the  peritoneum 
from  the  internal  wall.  The  ring  and  canal  are  then  closed  by 
a  suture  so  placed  that  it  draws  the  conjoined  tendon  in  front  of 
Poupart’s  ligament,  and  holds  it  there  until  consolidation  has  been 
effected.  Consideration  and  practice  of  this  method  reveal  certain 
things.  It  will  be  noticed  : — 

1.  That  the  sac  must  depend  after  operation  for  its  vitality  upon 
its  attachments  above  and  on  either  side  of  the  internal  ring,  and 
it  is  evident  that  for  the  operation  to  succeed  the  sac  must  be 
effectually  nourished.  Every  additional  half-inch  of  separation 
above  must  necessarily  diminish  the  chances  of  that  vitality,  and 
increase  the  risk  of  a  slough  being  shut  up  inside  the  abdominal 
cavity. 

2.  That  by  the  method  described,  the  environment  of  the  sac 
after  operation  will  be  connective  tissue,  and  that  its  connective 
tissue  surface  is  opposed  to  this.  Whilst  union  between  con¬ 
nective  tissue  surfaces  is  fairly  rapid,  that  rapidity  is  as  nothing  to 
the  quickness  with  which  peritoneal  surfaces  unite  when  once 
they  are  brought  in  contact  after  some  slight  traumatism,  such  as 
is  produced  by  the  passage  of  a  suture. 

3.  That  one  of  the  main  advantages  of  this  method  is  the  power 
possessed  by  the  new  pad  of  deflecting  from  the  weakest  point  of 
the  abdominal  wall  the  impulse  of  the  intestines  against  it  when 
influenced  by  the  concussion  of  a  cough  or  other  sudden  contrac¬ 
tion  of  the  abdominal  cavity  ;  that  power  is  doubtless  possessed 
by  the  pad  Macewen  makes,  though  I  doubt  whether  the  profile 
shown  by  him  accurately  represents  the  outline  presented,  at 
least  during  the  first  forty-eight  hours.  Any  arrangement  which 
will  give  that  pad  a  perfectly  rounded  outline  in  every  direction 
from  the  first  will  more  perfectly  attain  this  indication. 
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4.  That  by  the  means  described  of  fixing  the  pad  interiorly,  it 
is  conceivable  that  in  less  practised  hands  than  Macewen’s  it 
might  not  be  left  perfectly  covering  and  protecting  all  sides  of 
the  opening.  It  might  easily  be  drawn  too  high,  or  tilted  slightly 
to  one  side,  so  that  the  original  cause  which  slowly  extruded  the 
primary  sac  would  protrude  gradually  another  at  the  unguarded 
point,  slowly  pushing  aside  the  block  which  should  protect  the 
whole. 

The  method  I  have  adopted,  and,  so  far,  with  satisfactory 
results,  is  based  upon  the  same  principle.  The  preliminary 
incision  is  the  usual  one,  and  is  so  arranged  as  to  lay  bare  the 
entire  canal,  and  a  short  distance  below  the  external  ring,  suffi¬ 
ciently  far  that  the  fundus  of  the  sac  may  easily  be  reached  from 
it.  The  contents  of  the  sac,  being  reduced,  are  so  kept  by  the 
finger  of  an  assistant  pressing  upon  the  internal  ring.  The  canal 
is  then  divided  along  the  anterior  wall ;  the  sac  is  next  freed 
entirely  up  to,  but  not  beyond,  the  internal  ring.  A  long 
suture,  armed  at  both  ends  by  needles — if  the  hernia  is  large  two 
are  used — is  now  passed  from  below  upwards  through  each 
wall  of  the  sac,  in  such  a  way  that  when  the  ends  are  pulled  upon 
the  sac  is  drawn  up,  not  like  a  curtain,  as  in  Macewen’s  operation, 
but  like  a  purse.  The  central  fold  formed  is  the  largest,  and  each 
fold  progressively  diminishes  in  height  on  either  side  as  it  nears 
the  external  ring.  The  neck  of  the  sac  is  then  invaginated  on  one 
side  before  the  finger,  and  the  needle  belonging  to  the  end  of  the 
thread  on  that  side  passed  through  the  internal  ring,  and  made  to 
pierce  the  abdominal  wall  from  within  outwards  ;  the  same  thing 
is  done  on  the  opposite  side.  When  both  threads  are  presenting 
through  the  muscular  structures  they  are  pulled  up,  the  sac  being, 
at  the  same  time,  invaginated  before  the  finger  as  the  threads 
are  drawn  upon.  The  sac  is  thus  turned  inside  out  in  its  passage, 
and  becomes  fixed  as  a  rounded  boss  exactly  over  the  internal 
ring,  its  peritoneal  surface  being  turned  towards  the  intestine,  and 
its  first  fold  on  either  side  being  firmly  applied  to  the  peritoneum 
immediately  within  the  ring.  The  ends  of  the  thread  are  then 
tied  firmly,  but  not  tightly,  over  the  ring,  which,  with  the  canal, 
is  then  further  closed  by  catgut  buried  sutures,  which  are  so  placed 
as  to  draw  the  superior  half  of  the  anterior  wall  of  the  canal  and 
internal  pillar  of  the  external  ring  well  over  in  front  of  the 
inferior  half  and  external  pillar.  A  horsehair  drain  is  left  in  the 
canal,  which  must  not  be  so  tightly  closed  as  to  prevent  free 
movement  of  the  cord  lying  in  it.  The  superjacent  tissues  are 
then  united  by  horsehair  sutures,  and  the  wdiole  dressed  aseptically. 

It  will  be  seen  that  (1)  it  is  impossible  for  the  pad  to  lie 
anywhere  but  immediately  over  the  internal  surface  of  the  internal 
ring ;  (2)  that  the  surface  presented  to  the  peritoneal  investment 
of  the  intestines  is  also  peritoneal,  that  each  fold  presents  a 
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peritoneal,  and  therefore  quickly  adhesive,  surface  to  its  fellow 
(3)  that  the  whole  pad  forms,  as  it  were,  a  bridge — a  Roman  arch 
— over  the  weak  space  in  the  abdominal  wall,  of  which  bridge  the 
fundus  forms  the  key-stone  ;  thus  the  pad  becomes  progressively 
thicker  and  more  resistant  as  the  space  covered  is  weakest,.  Rest¬ 
ing,  as  it  does,  like  an  arch  on  the  tendinous  walls  of  the  internal 
ring,  it  is,  when  consolidated,  practically  incapable  of  dislodgment, 
so  that  the  chances  of  return  at  this  point  are  absolutely  nil.  The 
protection  against  return  does  not  therefore  depend  upon  the 
sutures  which  bring  the  canal  and  rings  into  a  closed  condition 
after  the  first  forty-eight  hours,  for  which  time  we  may  safely- 
trust  either  gut  or  silk. 

In  this  way  the  advantages  to  be  gained  by  the  adoption  of 
Macewen’s  principle  are  all  obtained  without  the  disadvantages 
which  his  method  appears  in  practice  to  entail — British  Medical 
Journal,  April  19,  1890,  p.  884. 


64.— ON  THE  CONDITIONS  WHICH  GIVE  RISE  TO  THE  SO- 
CALLED  “BALLOONING”  OF  THE  RECTUM. 

By  F.  F.  Burghard,  M.D.,  F.R.C.S.,  Assistant  Surgeon  ta¬ 
xing’s  College  Hospital,  London. 

In  the  Lancet  of  Jan.  5th,  1889,  Mr.  Bryant  brought  before  the 
notice  of  the  profession  a  hitherto  undescribed  symptom  in  connexion 
with  stricture  of  the  rectum — namely,  an  extreme  condition  of 
dilatation  of  its  walls  so  that  the  examining  finger,  instead  of  being- 
everywhere  in  contact  with  the  folds  of  mucous  membrane,  enters 
a  large  cavity  the  walls  of  which  have  to  be  sought  for.  To  this 
condition  he  has  applied  the  very  apt  name  of  “  ballooning,”  and 
it  is  the  value  of  this  particular  symptom  of  u  ballooning  ”  in  the 
diagnosis  of  stricture  of  the  rectum  that  I  propose  to  discuss.  It 
will  on  all  hands  be  admitted  that  the  diagnosis  of  stricture  either 
of  the  sigmoid  flexure  or  of  the  upper  part  of  the  rectum, 
when  the  growth  is  beyond  reach  of  the  finger,  is  often  very 
difficult.  If,  therefore,  it  can  be  shown  that  “  ballooning  ”  occurs 
only  in  connexion  with  such  cases,  we  may  safely  say  that  we  have 
in  it  an  important  guide  to  treatment.  I  have  notes  of  fifteen  cases 
in  which  “  ballooning”  of  the  rectum,  in  every  way  corresponding 
to  Mr.  Bryant’s  description,  has  been  present.  The  majority 
of  these  cases  have  come  under  my  own  observation  ;  for  the  notes 
of  the  one  I  did  not  have  an  opportunity  of  examining  I  am 
indebted  to  my  friend  Dr.  Ernest  Farr  of  Andover.  They 
represent  the  result  of  digital  rectal  examination  of  more  than  200 
patients,  the  majority  of  whom  came  under  my  notice  when 
surgical  registrar  at  Guy’s  Hospital.  They  were  so  examined 
because  they  either  presented  symptoms  of  rectal  trouble,  or 
because  they  were  suffering  from  genito-urinary  diseases  in  which 
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a  rectal  examination  was  required.  An  analysis  of  these  cases 
shows  that  there  are  three  different  conditions  with  which 
this  symptom  is  associated. 

1.  Stricture  of  the  gut. — This  may  he  either  of  the  sigmoid 
flexure  of  the  colon,  or  of  the  upper  part  of  the  rectum,  four  inches 
or  more  from  the  anus.  Of  my  cases  three  certainly,  and  five 
probably,  belong  to  this  class.  In  the  first  case  the  stricture  was 
malignant,  and  situated  four  inches  and  a  half  from  the  anus.  In 
the  second  there  was  carcinoma  of  the  sigmoid  flexure  ;  while  in 
the  third  the  seat  of  the  stricture  was  the  sigmoid  flexure,  but  its 
exact  nature  was  not  ascertained.  The  two  doubtful  cases 
are  those  of  patients  still  alive,  in  whom  palliative  measures  are  at 
present  sufficient  to  produce  fairly  good  results.  Both  are  probably 
cases  of  malignant  stricture  of  the  sigmoid  flexure. 

2.  Chronic  constipation  and  fcecal  obstruction. — The  largest 
number  of  the  cases  fall  into  this  group.  Thus  there  are  two  cases 
of  faecal  obstruction  and  five  of  simple  chronic  constipation  not 
amounting  to  obstruction.  All  occurred  in  old  people,  the 
youngest  being  forty-five  and  the  average  age  sixty.  Three  cases  were 
in  men  and  four  in  women.  I  find  that  Dr.  Matthews  Duncan 
records  a  case  of  what  he  characterises  as  a  semi-paralvsed 
“  pouched  ”  rectum  occurring  in  a  woman,  and  leading  to  retention 
of  faeces  either  as  large  masses  or  as  small  nodules,  which 
gave  rise  to  much  rectal  irritation.  There  was  no  actual 
“pouching”  in  any  of  my  cases,  although  in  one  or  two  the  folds 
of  Houston  stood  out  like  small  shelves  from  the  dilated  rectal 
walls,  and  upon  them  were  lodged  small  faecal  masses,  so  that  a 
cursory  examination  might  give  the  'impression  that  there 
were  actual  “  pouches  ”  in  the  wail  of  the  gut.  The  greatest 
dilatation,  as  might  be  expected,  takes  place  backwards,  so  that  the 
rectal  wall  comes  to  be  closely  applied  to  the  hollow  of  the  sacrum. 

3.  Spinal  lesions. — The  occurrence  of  rectal  dilatation  has  been 
described  as  occurring  after  fracture  of  the  spine,  and  I  need  only 
add  to  this  that  in  one  case  it  was  present  in  a  boy  aged  ten  years, 
who  was  the  subject  of  extreme  angular  curvature  from  dorso- 
lumbar  spinal  caries.  One  can  hardly  include  these  cases  under  the 
term  “  ballooning,”  as  they  are  due  to  direct  interference  with  the 
nerve  supply  of  the  bowel,  and  in  them  the  dilatation  is  not 
permanent.  In  the  two  cases  of  fractured  dorso-lumbar  spine 
examined,  the  symptom  appeared  after  twenty-four  hours,  varied 
in  degree  from  day  to  day,  and  had  almost  entirely  disappeared  by 
the  tenth  day.  It  was  more  permanent  in  the  case  of  spinal 
caries,  but  even  there  it  had  almost  disappeared  at  the  end  of  two 
months,  and  its  decrease  was  coincident  with  a  decrease  in  the 
severity  of  the  other  nerve  symptoms  present. 

The  factor  necessary  to  produce  this  “  ballooning  ”  is,  as  Mr. 
Bryant  has  suggested,  probably  a  semi-paralysed  condition  of  the 
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musculature  of  the  rectum.  The  gradual  loss  of  tone  of  the 
muscular  fibre  leads  to  gradual  failure  of  efficient  contraction 
and  no  doubt  the  distension  of  the  rectum  by  scybala,  flatus, 
or  frequent  copious  enemata  greatly  tends  to  the  production  of  the 
exaggerated  form  in  which  it  is  met  with  in  these  cases.  After 
some  time  no  amount  of  stimulation  will  cause  the  rectal  walls  to 
contract.  Post-mortem  examination  of  two  cases  has  shown 
some  thinning  of  the  coats  of  the  gut.  In  several  of  its  features  it 
bears  a  close  analogy  to  the  atonic  condition  of  the  bladder 
met  with  in  old  people. 

In  conclusion,  I  would  say  that,  although  ballooning  of  the 
rectum  is  very  suggestive  of  the  presence  of  an  organic  stricture, 
yet  it  cannot  be  relied  upon  as  any  material  help  to  the  diagnosis. 
I  believe,  from  Mr.  Bryant’s  observations,  that  it  is  rarely  absent 
in  cases  of  stricture  in  the  particular  region  of  the  bowel  I  have 
indicated.  It  does  not  appear  to  be  present  when  the  stricture  is 
above  the  lower  end  of  the  descending  colon.  Whether  it  is  more 
persistent  in  cases  where  stricture  is  present  than  in  chronic  con¬ 
stipation  or  faecal  obstruction  I  have  no  data  for  determining. — 
Lancet ,  August  23,  1890,  p.  392. 


*65.— A  SUCCESSFUL  CASE  OF  INGUINAL  COLOTOMY  FOR 

ABSENCE  OF  RECTUM  IN  A  CHILD  FIVE  DAYS  OLD. 

By  T.  Arthur  Helme,  M.D.,  M.C.,  Resident  Obstetric  Surgeon 
St.  Mary’s  Hospital,  Manchester. 

Complete  obstruction  of  the  bowels  in  the  newborn  child  is  a 
not  very  rare  occurrence,  dependent  on  one  or  other  of  a  variety 
of  pathological  conditions.  Most  commonly  the  cause  is  found  in 
the  imperfect  development  of  the  lower  bowel.  It  is  a  matter  of 
importance,  whenever  the  bowels  of  a  newborn  child  do  not 
move  naturally,  to  make  a  careful  examination  for  any  gross 
lesion  of  the  anus  or  rectum  before  proceeding  with  purgative 
treatment ;  otherwise  the  only  result  may  be  to  aggravate  the 
child’s  suffering  and  precipitate  the  commonly  fatal  issue.  The 
history  of  the  case  I  now  relate  suggests  the  necessity  of  this 
precaution,  and  at  the  same  time  the  successful  result  of  the 
operative  treatment  adopted  shows  what  may  be  hoped  for  from 
timely  interference. 

A  male  child,  aged  5  days,  was  brought  to  me  on  the  evening 
of  April  18th,  1890,  with  the  following  history.  The  child  was 
born  on  the  evening  of  April  13th,  when  it  presented  every  out¬ 
ward  appearance  of  full  and  healthy  development ;  the  mother 
was  a  strong  and  healthy  young  woman  of  20,  and  this  her  first 
child.  Two  days  later,  April  15th,  as  the  bowels  had  not  yet 
moved,  castor  oil  was  administered.  The  desired  effect  not  being 
brought  about,  the  castor  oil  was  repeated  several  times  on  the 
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three  succeeding  days,  and  on  the  evening  of  April  18th,  as  the- 
bowels  still  remained  obdurate,  the  nurse  was  ordered  to  give  the 
child  a  soap- water  enema.  As  this  could  not  he  satisfactorily 
done,  the  child  was  brought  to  me  ;  it  presented  a  most  pitiable 
appearance,  its  face  was  pinched  and  emaciated,  its  arms  and 
body  in  constant  movement,  its  legs  repeatedly  drawn  up  in  a 
piteous  manner  on  to  the  abdomen,  while  it  gave  out  a  continuous' 
moan  ;  evidently  the  child  was  in  extreme  pain.  On  examination, 
the  abdomen  was  found  to  be  greatly  distended,  the  walls  so- 
thinned  that  the  intestinal  coils  could  be  seen  and  their  move¬ 
ments  -watched.  The  perineal  region  presented  a  normal  appear¬ 
ance,  but  on  introducing  the  little  finger  into  the  anus  I  found 
that  the  canal  was  blocked  by  a  membranous  septum  about  lialf- 
an-inch  from  the  skin  surface.  No  bulging  could  be  felt  during 
the  child’s  straining,  from  which  it  was  evident  that  the  lower 
end  of  the  rectum  was  not  in  contact  with  the  septum.  Neverthe¬ 
less,  I  decided  to  puncture  the  membrane.  No  escape  of  intestinal 
contents  followed;  I  therefore  carefully  dilated  the  opening 
already  made,  and  introduced  my  finger  into  the  peritoneal  cavity. 
This  examination  confirmed  my  opinion  ;  the  rectum  was  alto¬ 
gether  wanting,  the  blind  bulging  extremity  of  the  sigmoid  flexure 
being  felt  at  the  pelvic  brim.  I  decided,  therefore,  to  perform  an 
inguinal  colotomy. 

The  operation,  after  -washing  the  anal  depression  with  weak 
sublimate  solution,  and  introducing  a  strip  of  iodoform  gauze,  was 
done  in  the  usual  way  on  the  left  side.  The  abdominal  wall  was 
incised  down  to  the  peritoneum,  the  incision  being  about  one  inch 
and  a  half  in  length,  parallel  to  the  outer  part  of  Poupart’s  liga¬ 
ment,  and  commencing  externally  a  little  above  the  anterior 
superior  spine  of  the  ileum.  After  compressing  one  or  two  bleed¬ 
ing  points  the  peritoneal  sac  was  carefully  opened,  when  the  bowel 
immediately  presented  in  the  wound.  Two  firm  silk  sutures  were 
passed  through  the  skin  and  parietal  peritoneum  of  the  one  side  of 
the  incision  (the  muscular  tissue  being  avoided)  through  the  bowel 
and  then  through  the  peritoneum  and  skin  of  the  other  side.  The 
bowel  was  then  incised  longitudinally  for  half-an-inch,  the  silk 
sutures  hooked  up  in  a  loop,  divided,  and  tied  on  their  respective 
sides ;  additional  sutures  were  put  in,  completely  closing  the  peri¬ 
toneal  sac.  An  immense  quantity  of  material  escaped  from  the 
bowel.  For  several  days  after  the  operation  there  was  consider¬ 
able  redness  encircling  the  wound,  and  some  sloughing  of  cellular 
tissue  around  the  adherent  peritoneal  surfaces.  Gradually,  how¬ 
ever,  this  healed,  while  the  child,  fed  on  peptonised  milk,  throve 
well,  and  was  discharged  in  an  excellent  state  of  health  on  the 
seventeenth  day  after  operation.  The  mucous  membrane  had 
retracted  within  the  bowel,  and  the  wound  had  healed  perfectly. 
The  sound  introduced  through  the  false  anus  passes  in  a  downward 
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direction  for  little  more  than  half-an-inch,  striking  there  the 
blind  extremity  of  the  colon. 

This  condition,  complete  development  of  the  anus  with  absence 
of  the  rectum,  is  rare.  It  is  one  that  is  likely  to  mislead  the  prac¬ 
titioner  unless  a  very  careful  examination  is  made.  Even  on 
careful  inspection  the  child  appears  to  be  perfectly  developed,  and 
unless  the  finger  is  passed  into  the  anus  the  cause  of  the  obstruction 
cannot  be  ascertained.  The  history  of  this  case  of  obstruction  in 
the  newborn  child  serves  to  emphasize  the  necessity  of  a  careful 
digital  examination  of  the  bowel  before  resorting  to  any  medicinal 
treatment.  After  the  condition  has  been  recognised  the  choice  of 
operation  seems  to  me  a  simple  one.  There  are  two  alternatives, 
inguinal  or  lumbar  colotomy,  but  the  three  facts,  namely  (1)  the 
small  amount  of  space  available  ;  (2)  the  frequency  with  which 
one  finds  a  long  mesocolon  in  the  infant,  and  the  consequent 
displacement  of  the  colon ;  (3)  the  relatively  large  size  of  the 
kidney,  and  the  consequent  risk  of  injuring  it,  turn  the  balance 
in  favour  of  opening  the  bowel  in  the  groin. — British  Medical 
Journal ,  June  7,  1890,^?.  1297. 


-66.— ON  THE  CHIEF  VARIETIES  OF  THE  PRE-CANCEROUS 
STAGE  OF  EPITHELIOMA  OF  THE  TONGUE. 

By  W.  H.  A.  Jacobson,  M.Oh.,  F.R.C.S.,  Assistant-Surgeon  to 

Guy’s  Hospital,  London. 

1.  Old  Persistent  Glossitis  with  Hypertrophy  and  Sulci. — Such 
a  variety  of  the  pre-cancerous  stage,  though  not  a  common,  is  an 
extremely  important  one.  The  way  in  which  a  pre-cancerous 
stage  very  rapidly  passes  into  a  cancerous  one  is  perhaps  to  be 
accounted  for  by  the  depth  and  number  of  the  sulci,  owing  to 
which  any  irritating  or  septic  debris  lurking  in  one  of  them  may 
easily  be  overlooked,  by  the  swollen,  vascular  state  of  the  tongue 
which  leads  mischief,  once  started,  to  spread  very  rapidly,  and  bv 
the  fact  that  in  such  tongues  there  is  scarcely  any  healthy  surface 
left ;  in  other  words,  disease,  once  engrafted  upon  it,  finds  a  wide 
field  by  no  means  calculated  to  resist  it.  The  surgeon,  therefore, 
has  not  only  a  rapidly  spreading  disease,  but  also  one  which  from 
the  first  spreads  widely,  to  deal  with.  Finally,  another  point  of 
very  grave  omen  in  these  cases  of  old  persistent  glossitis  with 
hypertrophy  and  sulci  is  that  these  tongues  are  from  their  very 
bigness  and  massiveness  exposed  to  irritation.  They  then,  early 
and  insidiously,  become  fixed.  This  fact  is  productive  of  great 
difficulties  at  the  time  of  the  operation.  It  is  very  difficult  to  get 
these  tongues  out  of  the  mouth  by  any  amount  of  pulling  on  the 
silk  loop  passed  through  their  tip.  It  is  difficult  to  get  the 
scissors  satisfactorily  well  under  such  a  tongue  before  making  the 
horizontal  division  of  the  tissues  which  connect  the  tongue  with 
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the  floor  of  the  mouth,  this  difficulty  being  much  increased  if  the 
front  teeth  are  prominent ;  finally,  the  very  size  of  the  tongue  is 
productive  of  trouble  throughout  the  operation,  hampering  as  it 
does  the  efficient  use  of  instruments,  the  meeting  hemorrhage,  etc. 

2.  Leucomct  (Leucoplakia). — This  condition  is  far  more  common 
than  the  one  above  given,  and,  save  for  its  greater  frequency,  of 
less  gravity  per  se.  A  leucomatous  tongue  is  not  increased  in  size 
and  so  exposed  to  injury,  nor  has  it  those  sulci  which  may  be  the 
seat  of  lurking  mischief. 

These  patches,  bluish-white  when  thin,  but  when  thicker  more 
resembling  smears  of  white  paint,  are  almost  invariably  the  result 
of  syphilis.  I  would  lay  it  down  that  any  one  who  has  had 
-syphilitic  leucomata  of  his  tongue  remains  for  the  rest  of  his  days 
in  peril  of  dying  from  cancer. 

This  is  not  the  place  to  discuss  leucomata  further  than  to  point 
out  how  they  may  become  cancerous.  This  usually  takes  place  in 
one  of  two  ways.  a.  By  a  persistent  rawness  of  the  leucoma. 
This  condition  is  analogous  to  the  persistent  rawness  which 
remaining  after  balanitis,  non-venereal  and  gouty,  in  patients  after 
middle  life,  leads  on  to  epithelioma  of  the  penis,  b.  A  graver 
way  in  which  a  leucoma  is  converted  into  epithelioma  is  by  a  knot 
or  lump  of  induration  occurring  in  it.  This  patients  often  liken 
to  “  a  pea.”  This  is  graver  than  the  rawness  on  two  grounds, 
liawness  will  sometimes  yield  to  painstaking  use  of  alkaline 
lotions,  or  the  old-fashioned  glycerine,  aided  by  the  avoidance  of 
unwise  diet,  smoking,  etc.  This  is  not  so  with  the  leucoma  which 
becomes  lumpy  or  knotty  at  one  spot.  The  lump  or  knot  is  here 
early  cancer  and  nothing  less.  No  drugs  will  affect  it,  and,  fur¬ 
thermore,  the  fact  that  the  lump  or  knot  is  beneath  the  mucous 
membrane  shows  that  it  is  nearer  the  lymphatics.  These  will 
be  opened  into  when  the  lump  ulcerates  and  breaks  down,  with 
the  inevitable  result. 

3.  Ichthyosis. — This,  a  badly-named  variety  of  the  pre-cancerous 
stage,  is  merely  an  advanced  stage  of  leucoma,  being,  like  it,  a 
result  of  chronic  inflammation  of  the  mucous  membrane  and  sub¬ 
mucous  tissues  of  the  tongue. 

Differences . — Far  more  important,  clinically,  than  its  yellowish- 
white  colour,  and  its  more  warty  structure,  are  the  facts  that  the 
interval  which  exists  before  it  takes  on  a  malignant  action  is  often 
prolonged,  that  this  leads  the  patient  to  defer  the  hour  of  seeking 
treatment,  while  its  greater  density  and  projecting  and  irregular 
surface  make  it  more  subject  to  irritation,  and  thus  more  prone  to 
eventual  cancer. 

4.  Bald  Tongue  is  another  result  of  chronic  glossitis  which  has 
resulted  in  wasting  of  the  papillae.  It  is  best  seen  after  drying 
the  saliva  off  the  tongue.  The  fact  that  over  the  “  bald  ”  patches 
the  mucous  membrane  with  its  protecting  papillae  and,  if  in  the 
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posterior  portion,  its  glands  also,  is  deficient,  and  largely  replaced' 
"by  wliat  is  approximately  scar  tissue,  readily  accounts  for  its  lia¬ 
bility  to  break  down,  especially  under  the  irritation  of  “strong 
waters”  or  repeatedly  inhaled  hot  smoke. 

5.  Warts . — Considering  the  natural  papillomatous  structure  of 
the  mucous  membrane  of  the  tongue,  warty  growths  are  certainly 
but  rarely  met  with  here.  They  occur  chiefly  under  these  forms  : 
(1)  The  simple  wart,  not  infrequent  in  patients  of  middle  life, 
and,  I  think,  chiefly  met  with  in  the  gouty.  Much  more  rarely 
this  is  met  with  in  infants.  (2)  A  distinctly  congenital  formy, 
combined  with  naevus  of  the  tongue.  (3)  The  warts  of  secondary 
syphilis.  (4)  The  papillary  form  of  epithelioma. 

A  wart  on  any  part  of  the  tongue  will,  of  course,  if  neglected^, 
be  liable  to  become  epitheliomatous.  But  it  is  to  a  special  form 
of  papillomata  I  would  refer.  Mr.  Hutchinson  (Clinical  Surgery, 
vol.  ii.  p.  75 ;  and  Syphilis,  pp.  30,  520)  points  out,  as  instances  of 
the  fact  that  syphilis  may  cause  growth  of  normal  structure  as  well  as 
ordinary  inflammation,  that  during  the  secondary  stage  the  growth 
of  warts  on  the  tongue  is  not  at  all  uncommon.  They  are  almost 
always  restricted  to  the  posterior  part  of  the  dorsum  ;  the  reason 
of  this  being,  he  thinks,  that  this  is  the  region  most  exempt  from 
pressure  when  the  tongue  is  at  rest  in  the  mouth. 

There  is  certainly  a  form  of  epithelioma  of  the  tongue  in 
which  the  malignant  growth  takes  the  form  of  a  warty  indu¬ 
rated  mass  situated  in  the  middle  of  the  posterior  third  of 
the  tongue,  and  surrounded  by  an  ulcer.  It  is  a  less  common 
form  of  cancer  than  that  which  attacks  the  tongue  further 
forward,  but  an  infinitely  more  serious  one,  from  its  position 
far  back,  difficult  of  access,  and  at  the  same  time  close  to  the  wide 
lymph  paths  with  which  the  back  of  the  tongue  is  furnished. 
This  being  so,  every  care  should  be  taken  to  remove  at  once  and 
thoroughly  any  warts  on  the  tongue,  especially  those  on  the 
posterior  third. 

6  and  7. — Fissures  and  Cracks. 

8.  Ulcers. — These  last  three  are  so  common  as  forerunners  of 
cancer,  if  neglected  and  left  liable  to  irritation,  that  I  need  say  no 
more  of  them.  I  would  only  again  express  my  belief  that  the 
gummatous  ulcer  of  tertiary  syphilis  is  becoming  a  matter  of 
increasing  infrequency.  While  leucomata  remain  in  the  out¬ 
patient  room  of  every-day  occurrence,  the  gummatous  ulcer — I 
refer  to  the  deep  and  vast  ones — with  precipitous  edges  and  ragged, 
sloughy  surface  is  certainly  much  rarer  than  twenty  years  ago. 
The  smaller  superficial  gummata,  which  when  they  break  down 
often  form  linear  fissure-like  ulcers,  instead  of  ones  of  oval  or  cir¬ 
cular  shape,  are  those  which,  as  far  as  my  experience  goes,  are 
usually  met  with. — Guy's  Hospital  Reports ,  1889,  p.  256. 
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67.— ON  THE  SELECTION  AND  USE  OF  CATHETERS  AND 
OTHER  INSTRUMENTS  FOR  ENLARGED  PROSTATE. 

By  Reginald  Harrison,  F.R.C.S.,  Surgeon  to  St.  Peter’s 

Hospital  for  Stone,  London. 

I  have  in  this  article  put  together  a  few  notes  on  this  subject, 
and  I  have  selected  it  because  it  relates  to  everyday  practice,  and 
to  emergencies  which  we  all  have  to  meet.  It  has  been  stated, 
on  good  authority,  that  within  the  present  century  the  expectancy 
of  life  has  considerably  increased,  and  though  this  may  be  largely 
due  to  improved  sanitation,  advances  in  treatment  can  certainly 
claim  a  share. 

In  the  latter  category  we  must  include  much  that  has  been  re¬ 
cently  done  for  urinary  diseases,  and  more  particularly  for  those 
requiring  mechanical  management.  The  improvements  in  the 
crushing  operation  for  stone  and  its  extension  to  all  ages  of  life  is 
an  important  illustration  of  my  statement,  whilst  in  the  minor 
derangements  of  the  urinary  apparatus  the  better  construction 
of  catheters  and  appliances  of  this  nature  has  not  only  added  to 
longevity,  but  greatly  contributed  to  the  comfort  of  those  who  are 
dependent  upon  these  aids. 

When  I  first  entered  the  profession  the  instrument  most  com¬ 
monly  employed  in  cases  of  retention  due  to  a  large  prostate  was 
the  long  curved  silver  catheter.  This  has  now  been  largely 
discarded,  and  has  given  way  to  less  dangerous  implements  in 
the  use  of  which  skill  and  gentleness  take  the  place  of  the 
force  which  even  the  sight  of  this  weapon  seems  to  imply.  The 
dangerous  practice  of  forcing  a  way  nolens  volens  into  the  bladder 
is  now  replaced  by  subtler  and  surer  means  of  effecting  this  object. 

It  is  hardly  necessary  to  remark  that  though  a  person  may 
possess  a  large  prostate,  this  by  no  means  implies  that  he  is  either 
to  suffer  from  it  or  to  require  mechanical  assistance.  Most  men 
over  60  years  of  age  have  more  or  less  enlarged  prostates,  but  it  is 
only  a  small  proportion  that  are  incommoded.  The  liability  to 
urinary  obstruction  is  no  doubt  there,  but  by  care  and  the  avoid¬ 
ance,  either  by  design  or  by  good  fortune,  of  some  of  the  accidents 
of  living,  a  male  so  circumstanced  has  a  good  chance  of  reaching 
even  an  advanced  age  without  recourse  to  a  catheter.  I  have  re¬ 
cently  seen  a  gentleman,  aged  79,  though  he  has  had  for  some 
time  what  can  only  be  described  as  an  enormous  prostate,  yet  his 
urinary  functions  do  not  appear  to  have  been  thereby  disturbed. 
This  point  has  also  been  recently  well  illustrated  in  Professor 
Humphry’s  observations  on  old  age. 

Prostatic  catheterism  may  be  referred  to  under  two  headings : 
(1)  as  being  expedient,  and  (2)  as  urgently  required.  By  the 
VOL.  cii.  z 
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former  is  meant  that  a  time  may  come  in  the  life  of  a  person  with 
a  large  prostate  where  the  use  of  a  catheter  becomes  necessary  as 
a  complement  to  natural  micturition,  just  as  elderly  persons  may 
have  to  supplement  vision  with  glasses.  By  the  latter  term, 
where  the  catheter  is  urgently  required,  I  refer  to  those  instances 
where  the  enlarged  prostate  has  undergone  some  more  or  less 
sudden  change,  which  renders  natural  micturition  impossible.  It 
is  to  these  two  conditions  I  intend  confining  my  remarks  now\ 
The  commonest  change  coincident  with  most  enlargements  of  the 
prostate  is  such  as  to  render  the  individual  incapable  of  emptying 
his  bladder.  In  the  first  instance  this  is  due  to  the  altered  rela¬ 
tions  which  are  brought  about  between  the  most  dependent  por¬ 
tions  of  the  bladder  and  its  outlet.  I  lay  stress  upon  this  point 
because  I  do  not  think  in  practice  we  fully  realise  the  difficulties 
which  such  bladders  have  in  becoming  completely  closed  spaces 
on  the  withdrawal  of  residual  urine  from  them.  Assuming  that 
some  degree  of  residual  urine  is  absolutely  necessary  in  most 
varieties  of  enlarged  prostate,  the  question  arises,  Under  what  cir¬ 
cumstances  is  it  incumbent  on  the  surgeon  in  the  first  instance 
and  the  patient  subsequently  to  take  means  for  removing  that 
which  the  bladder  cannot  expel  P  The  answer  to  this  in  a  few 
words  will  be  :  When  there  is  evidence  either  by  its  quantity  or 
quality  that  the  urine  is  doing  positive  harm  to  the  individual. 
When  this  is  obvious,  then  it  behoves  us  very  carefully  to  consider 
how  the  patient  may  best  commence  what  is  generally  known  as 
the  catheter  life. 

Some  years  ago  Sir  Andrew  Clark  did  good  service  both  to 
medicine  and  surgery  by  pointing  to  certain  febrile  symptoms, 
sometimes  ending  fatally,  which  not  infrequently  followed  the 
commencement  of  the  epoch  I  am  now  referring  to.  In  the 
general  discussion  which  followed  the  publication  of  these  observ¬ 
ations,  it  appeared  to  me  that  insufficient  prominence  was  given  to 
the  fact  that  residual  urine  is  an  absolute  necessity  to  some 
bladders,  and  that  if  any  attempt  is  made  to  do  without  it  some¬ 
thing  worse  is  provided — that  is  to  say,  septic  urine  is  substituted 
for  aseptic.  In  a  number  of  observations  I  made  in  reference  to 
this  point,  I  found  that  in  certain  cases  of  enlarged  prostate,  where 
the  bladder  was  not  generally  atonic,  the  removal  of  acid  residual 
urine  was  followed  by  the  rapid  conversion  of  subequent  excre¬ 
tions  into  a  more  or  less  ammoniacal  compound  loaded  with  bac¬ 
teria.  It  was  under  such  circumstances  that  catheter  fever  was 
seen,  and  I  cannot  find  any  evidence  that  it  has  ever  been  met 
with  where  the  urine  was  proved  to  be  normal. 

In  the  course  of  the  inquiries  to  which  I  have  just  referred,  I 
found  from  repeated  examinations  that  it  was  not  difficult  to 
explain  how  urine  thus  became  acutely  septic.  Where  a  bladder 
has  been  accustomed,  we  will  say,  to  contain  three  or  four  ounces 
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of  urine,  the  sudden  withdrawal  of  the  latter  establishes  a  condition 
of  fiaccidity  of  the  vesical  walls  which  is  favourable  to  the  admis¬ 
sion  of  air  either  by  the  instrument  or  the  urethra ;  in  the  next 
place,  there  is  an  excessive  exudation  of  mucus  from  the  prostate 
and  adjacent  parts ;  and,  lastly,  sanguineous  pouring  out  takes 
place  from  the  vesical  vessels  which  are  thus  suddenly  deprived  of 
their  support.  In  this  way  material  for  decomposition  is  amply 
provided.  So  satisfied  am  I  that  the  physical  condition  of  the 
suddenly  and  completely  emptied  bladder  has  everything  to  do 
with  the  setting  up  of  so-called  catheter  fever — a  term  which  must 
be  regarded  as  merely  expressive  of  what  other  cavities  and  spaces 
in  the  body  are  capable  of  producing  whenever  their  contents  are 
in  any  way  analogous — that  I  consider  very  special  precautions 
should  be  taken  in  the  first  instance,  whenever  residual  urine  has 
to  be  artificially  and  systematically  removed,  with  the  view  of 
preventing  the  aseptic  conditions  to  which  I  have  referred  being 
provided.  What  surgeon  does  not  recognise  the  necessity  of  doing 
so  where  a  chest  or  a  psoas  abscess  has  to  be  tapped  with  the  view 
of  averting  what  might,  with  equal  force,  be  called  a  trocar  fever  P 
Where  the  urine  is  acid  to  commence  with,  it  should  be  removed 
by  instalments ;  and  where  alkaline  or  unhealthy,  it  should  he 
replaced  by  some  antiseptic  fluid,  the  quantity  of  which  may  from 
time  to  time  be  reduced.  There  is  no  better  antiseptic  for  the 
bladder  than  healthy  urine;  there  is  no  more  dangerous  one  than 
when  the  latter  is  made  to  undergo  active  decomposition. 

In  failing  to  recognise  a  septic  cause  for  the  fever  which 
occasionally  accompanies  catheterism,  and  referring  it  to  some 
occult  morbid  condition  of  the  nervous  system,  1  cannot  help 
observing  that  the  same  kind  of  explanation  was  advanced  up  to 
a  few  years  ago  as  explaining  the  rigors  and  fever  following  the 
use  of  instruments  for  urethral  stricture,  until  I  demonstrated  by  a 
series  of  operations  that  these  phenomena  were  due  to  the  absorp¬ 
tion  of  some  products  of  the  urine,  probably  of  the  nature  of 
alkaloids.  This  being  recognised  and  provided  against,  as  it  now  is 
in  most  operations  on  the  urethra,  the  occurrence  of  such  complica¬ 
tions,  often  attended  with  considerable  risk,  has  been  largely  dim¬ 
inished,  if  not  entirely  prevented,  in  the  practice  of  most  surgeons. 

And  now  a  word  or  two  about  the  selection  of  instruments.  For 
general  purposes,  I  much  prefer  the  flexible  ones  ;  they  are  readily 
introduced,  and  rarely  cause  hemorrhage.  Those  made  of  silk  web 
have  some  advantage  over  the  rubber  catheter,  as  they  can  be  used 
with  a  little  more  firmness.  It  is  curious  to  observe  the  difference 
in  the  curves  of  the  prostatic  urethra  ;  hence  in  one  case  a  coude 
slips  in  easiest,  in  another  an  olive-pointed  instrument,  whilst  in  a 
third  an  ordinary  round-headed  catheter  glides  in  without  trouble. 
It  is  important  that  the  delivery  power  of  the  instrument  should 
be  relative  to  the  normal  size  of  the  urethra,  and  not  greatly  in. 
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excess.  What  can  he  worse  for  a  person  who  has  been  accustomed! 
for  some  years  to  ooze  or  dribble  his  urine,  than  to  have  it  sud¬ 
denly  drawn  off  pleno  rivo  in  about  half  the  usual  time  the  normal 
act  occupies.  I  have  often  found  the  too  rapid  emptying  of  the 
bladder  in  the  regular  employment  of  catheterism  an  important 
factor  in  producing  entire  loss  of  natural  expulsive  power,  and  in 
retarding  its  return  when  it  has  been  temporarily  suspended. 
Nature  will  not  provide  muscle  when  it  is  not  wanted.  Here, 
then,  we  have  at  least  two  important  reasons  why  the  selection  of 
catheters  should  not  be  handed,  over  to  the  instrument  maker 
alone,  as  a  patient  may  very  innocently  do  himself  harm  by  means 
of  a  catheter  unsuited  to  his  case. — Brit.  Med.  Jour.,  May  17,  p.  1128. 


68.— ANTISEPTICS  IN  THE  TREATMENT  OF  STRICTURE  OF 
THE  URETHRA  BY  INTERNAL  URETHROTOMY. 

By  Fredk.  A.  Southam,  Al.B.Oxon.,  F.R.C.S.Eng.,  Surgeon  to 
the  Manchester  Boyal  Infirmary. 

One  of  the  chief  objections  against  the  treatment  of  stricture  off 
the  urethra  by  internal  urethrotomy  is  the  fact  that  the  operation 
as  ordinarily  performed  is  so  frequently  followed  by  the  develop¬ 
ment  of  urinary  or  urethral  fever.  The  characteristic  symptoms  of 
this  affection,  which  usually  appear  a  few  hours  after  the  perform  < 
ance  of  the  operation,  often  shortly  after  the  first  act  of  micturition, 
are  attacks  of  rigors  accompanied  by  elevation  of  temperature. 
Though  sometimes  met  with  in  perfectly  healthy  persons  after  any 
operation  on  the  urinary  tract,  even  after  the  mere  passage  of  an 
instrument,  it  is  most  likely  to  show  itself  when  the  urine  is  alkaline 
and  in  a  foul  or  toxic  condition,  especially  if  the  patients  are  also* 
the  subjects  of  secondary  renal  disease.  Urinary  fever  is  believed 
by  some  to  be  neurotic  in  its  origin,  and  it  doubtless  is  so  in  some 
instances;  but  when  it  appears  after  operations  for  the  relief  of  stric¬ 
ture,  it  may  probably  be  regarded  as  a  form  of  septicaemia,  due  to 
absorption  through  the  wound  in  the  urethral  w~all  of  some  septic 
or  toxic  elements  present  in  the  urine.  By  a  proper  selection  of 
cases  and  by  the  employment  of  antiseptics  administered  internally 
and  also  applied  locally,  the  development  of  urinary  fever  after  the 
performance  of  internal  urethrotomy  can  be  prevented,  if  not  always, 
at  any  rate  in  the  majority  of  cases. 

It  is  with  the  same  object — viz.,  the  prevention  of  toxic  urine 
coming  into  contact  with  the  urethral  wound  after  internal 
urethrotomy — that  Mr.  It.  Harrison  combines  with  it  an  external 
urethrotomy.  A  drainage-tube  is  introduced  into  the  bladder 
through  the  perineal  wound,  and  the  result  is  that  the  internal 
urethrotomy  wound  heals  without  any  urine  passing  over  it.  Mr. 
Harrison  states  that  in  twenty  cases  in  which  he  has  adopted  this 
plan  he  has  “never  had  a  rigor,  nor  the  development  of  that  special 
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form  of  urinary  fever  which  frequently  follows  internal  urethrotomy, 
and  is  occasionally  fatal  without  forecast  or  explanation.”  During 
the  past  twelve  months  I  have  performed  internal  urethrotomy  in 
seven  cases  of  severe  stricture,  where  the  treatment  by  dilatation  had 
proved  unsuccessful.  In  the  first  case,  which  was  treated  in  tbe 
ordinary  way,  no  special  antiseptic  precautions  being  adopted  beyond 
taking  care  that  the  instruments  used  were  perfectly  aseptic,  the 
operation  was  followed  by  an  attack  of  rigors,  the  temperature  rising 
to  102‘6°.  In  none  of  the  succeeding  six  cases,  where  antiseptics 
were  employed  in  the  manner  described  below,  were  there  any 
rigors  or  general  fever,  the  temperature  never  rising  above  100°. 

The  following  is  the  general  plan  of  treatment  which  was  carried 
out : — Internal  urethrotomy  having  been  decided  upon,  the  patient  is 
confined  to  bed  and  kept  upon  a  milk  diet  for  a  few  days  previously 
to  operation,  the  urethra  being  meanwhile  left  at  rest,  and  free 
from  the  irritation  caused  by  the  passage  of  instruments.  To  relieve 
any  tendency  to  congestion  of  the  urethral  mucous  membrane  and 
parts  about  the  neck  of  the  bladder,  the  bowels  are  kept  freely 
open  by  small  doses  of  sulphate  of  magnesia.  A  mixture  containing 
boracic  acid  in  ten-grain  doses  is  also  given  three  times  daily ;  for 
in  the  majority  of  cases  of  stricture  where  operative  interference  is 
required  chronic  cystitis  is  also  present  to  a  greater  or  less  extent, 
the  urine  containing  more  or  less  pus,  and,  if  not  alkaline,  being 
either  neutral  or  only  faintly  acid  in  reaction.  Under  a  course  of 
boracic  acid  given  internally,  it  will  generally  found  that  the  urine, 
at  any  rate  in  the  less  severe  cases,  soon  regains  its  normal  acidity ; 
at  the  same  time  a  portion  of  the  boracic  acid  being  eliminated  by 
the  kidneys,  and  passing  away  in  the  urine,  the  antiseptic  action  of 
the  drug  is  exerted  directly  on  the  mucous  lining  of  the  bladder. 
Thus  the  cystitis  is  relieved,  the  pus  diminishes  in  amount  or 
entirely  disappears,  and  the  decomposition  of  the  urine  in  the  interior 
of  the  bladder  is  also  prevented.  The  result  is  that  the  urine,  if 
toxic,  is  sterilised  or  rendered  aseptic,  and  its  contact  with  the  sur¬ 
face  of  the  urethral  wound  after  operation  is  consequently  innocuous. 

Operation . — The  instrument  I  always  employ  for  division  of  the 
stricture  is  Teevan’s  urethrotome,  which  is  carefully  carbolised. 
The  patient  having  been  anaesthetised,  about  a  drachm  of  carbolic 
oil  (1  in  16)  is  injected  into  the  urethra.  A  ferret  is  passed 
through  the  stricture,  and  the  urethrotome  having  been  screwed 
on  to  this  and  made  to  follow  it,  the  roof  of  the  urethra  at  the  point 
of  constriction  is  divided  from  before  backwards  in  the  usual  way. 
The  instrument  is  then  withdrawn  together  with  the  ferret,  and  the 
stricture  is  afterwards  dilated  by  passing  Lister’s  sounds,  9-12  to 
12-15.  A  full-sized  silver  catheter  is  then  introduced  into  the 
bladder,  and  the  urine  having  been  drawn  off,  the  viscus  is  thoroughly 
washed  out  several  times  by  injecting  a  saturated  solution  of  warm 
boracic  acid.  About  two  ounces  of  the  solution  are  left  in  the 
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"bladder,  and  as  tlie  catheter  is  withdrawn  the  urethra  is  also  flushed 
out  with  the  lotion.  An  iodoform  bougie  is  then  passed  down  the 
canal  as  far  as  the  neck  of  the  bladder,  so  that  it  may  lie  in  contact 
with  the  urethral  wall  at  the  seat  of  division  of  the  stricture. 
During  the  operation  especial  care  is  taken  to  protect  the  patient 
from  exposure  to  cold,  and  in  addition  to  the  ordinary  precautions 
the  lower  extremities  are  wrapped  up  to  the  hips  in  thick 
woollen  bandages. 

After-treatment. — As  soon  as  the  patient  recovers  from  the 
anaesthetic,  ten  minims  of  liquor  opii  sedativus  are  given,  and  the 
dose  is  repeated  in  a  few  hours  if  he  is  at  all  restless  and  complains 
of  pain.  He  is  directed  to  hold  his  urine  for  six  or  eight  hours,  if 
possible  ;  at  the  end  of  this  period,  when  he  is  allowed  to  pass  it 
himself,  the  urine  will  generally  come  in  a  good  stream.  For  a 
time  micturition  is  attended  by  more  or  less  pain  and  smarting,  and 
in  most  cases  the  urine  will  be  slightly  stained  with  blood  for  the 
first  day  or  two  after  the  operation.  On  the  following  morning, 
if  there  is  no  sickness  from  the  anaesthetic,  the  boracic  acid  mixture, 
which  has  been  discontinued  on  the  day  of  operation,  is  commenced 
again.  On  the  fourth  morning,  either  a  cocaine  bougie  or  a  drachm 
of  a  10  per  cent,  solution  of  cocaine  is  introduced  into  the  urethra, 
and,  after  an  interval  of  ten  or  fifteen  minutes,  Lister’s  sounds,  9-12 
to  12-15,  well  carbolised,  are  passed  through  the  stricture.  By 
means  of  the  cocaine  the  pain  which  usually  attends  the  passage  of 
an  instrument  for  the  first  time  after  operation  is  more  or  less 
completely  prevented.  During  the  remainder  of  the  patient’s  stay 
in  the  hospital,  Lister’s  sounds  are  passed  daily,  and  before  leaving 
he  is  himself  instructed  how  to  pass  a  No.  9-12,  which  he  is  allowed 
to  take  away  with  him,  so  that  in  the  future  he  may  keep  the  stricture 
dilated  by  the  occasional  passage  of  an  instrument,  and  therefore  be 
independent  of  further  surgical  assistance.  The  average  length  of 
time  spent  in  hospital  after  the  operation  in  the  six  cases  referred 
to  was  twelve  days. 

Contra-indications. — I  am  of  opinion  that  internal  urethrotomy 
should  not  be  performed  in  cases  where  the  urine  is  alkaline  and 
offensive,  containing  a  large  amount  of  pus,  nor  again  in  cases 
where  it  remains  so  after  a  course  of  boracic  acid  administered 
internally  and  continued  for  a  fortnight  or  three  weeks.  When 
these  conditions  exist,  they  usually  point  to  the  presence  of  a  severe 
form  of  chronic  cystitis.  Under  these  circumstances  the  stricture, 
if  it  does  not  yield  to  dilatation,  is  best  treated  by  external  urethro¬ 
tomy,  and  at  the  same  time  the  cystitis  can  be  relieved  by  draining 
and  irrigating  the  bladder  through  the  perineal  opening.  Provided 
that  the  urine  is  acid,  I  believe  that  a  slight  amount  of  pus  in  the 
urine  is  not  a  bar  to  internal  urethrotomy  ;  for  this  condition  was 
present  at  the  time  of  operation  in  four  of  the  six  cases  above; 
referred  to  .—Lancet,  June  14,  1890,/).  1295. 
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69.— ON  A  CASE  OF  DILATED  URACHUS  TREATED  BY 
INCISION  AND  DRAINAGE. 

By  Reginald  Pratt,  M.D.,  and  C.  T.  Bond,  F.R.C.S.,  Leicester. 

W.  J.  P. - ,  a  gentleman  aged  fifty-four  years,  consulted  Dr. 

Pratt  on  June  8th,  1889, complaining  of  pain  and  distension  in  the 
"bowels  and  increasing  general  weakness.  He  was  quite  well  until 
the  previous  November,  when  he  was  taken  ill  with  pains  in  the 
lower  part  of  the  bowels  ;  he  kept  in  bed  for  three  weeks  and  in 
the  house  for  four  months.  He  could  not  account  for  the  onset 
of  the  disease  in  any  way  ;  there  had  been  no  blow,  lifting  of 
heavy  weights,  or  straining  of  any  kind.  The  abdomen  was 
found  to  be  much  distended  in  the  lower  half  in  front,  the  dis¬ 
tended  area  was  dull  on  percussion,  and  extended  as  high  as  three 
fingers’  breadth  above  the  umbilicus  and  down  as  far  as  the  pubes, 
laterally  on  each  side  as  far  as  vertical  lines  drawn  through  the 
anterior  superior  iliac  spines,  projecting  rather  more  to  the  left 
than  to  the  right  side;  the  flanks  were  perfectly  resonant,  the 
tumour  fluctuated.  The  circumference  of  the  abdomen  between 
the  umbilicus  and  pubes  measured  41|  in.  ;  nine  months  ago  it  was 
34in.  He  weighed  182  lb.,  his  weight  for  the  last  twenty  years 
having  been  175  lb.  Height  6ft.  lin.  The  lungs  appeared  to  be 
normal.  The  cardiac  apex  beat  was  in  the  left  nipple  line  ;  the 
first  sound  at  apex  was  wreak,  no  murmur.  Pulse  84,  regular, 
small,  and  compressible.  Liver  dulness  extended  two  fingers’ 
breadth  below  the  margin  of  the  thorax,  the  upper  limit  was 
normal.  No  trouble  with  micturition  or  defecation,  except  slight 
constipation.  Urine  acid,  no  deposit,  pale  sherry  colour,  sp.  gr. 
1020,  no  albumen,  no  sugar,  urea  1'45  per  cent.,  quantity  about 
normal.  A  catheter  was  passed  immediately  after  micturition, 
only  a  few  drops  of  urine  being  withdrawn.  Examined  per  rectum 
the  prostate  was  not  enlarged,  but  there  was  a  fulness  filling  up 
the  left  side  of  the  pelvis.  On  June  15th,  1889,  the  tumour  was 
aspirated,  and  about  one  drachm  of  a  gummy,  semi-transparent 
fluid  withdrawn  which  blocked  the  tube ;  this  contained  onlv 
a  trace  of  albumen,  but  a  large  quantity  of  mucin,  as  shown  by  the 
precipitate  it  gave  with  acetic  acid,  which  was  soluble  in  nitric 
acid  ;  examined  microscopically,  it  showed  many  leucocytes.  The 
temperature  was  ordered  to  be  taken.  On  June  30th,  the  tempera¬ 
ture  was  about  99°  in  the  morning,  at  or  about  100°  in  the  evening. 
There  had  also  been  profuse  night  sweats.  Mr.  Bond  saw  the 
patient  with  Dr.  Pratt  on  June  30th,  and  it  was  decided  to  perform 
abdominal  section. 

On  July  9th,  1889,  Mr.  Bond  made  a  four-inch  median  incision 
midway  between  the  umbilicus  and  the  pubes.  After  dividing  the 
linea  alba  a  very  thick  membrane  was  reached  resembling  the 
peritoneum  much  thickened  by  tubercular  peritonitis.  This  proved 
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to  be  tbe  outer  wall  of  the  cyst ;  it  was  divided,  and  a  very  large 
quantity,  of  which  over  a  gallon  was  measured,  of  a  ropy,  gummy, 
semi-solid,  laminated  substance,  having  the  appearance  and  con¬ 
sistence  of  semi-decolourised  fibrin,  was  partly  squeezed  and  partly 
drawn  out  in  stringy  layers.  A  considerable  quantity  was  left  in 
the  cavity,  as  any  attempt  to  sponge  it  off  the  inner  surface  of  the 
cyst  waif  left  a  red  raw  surface  which  bled  freely,  the  blood  being 
remarkably  fluid.  On  exploring  the  cavity  with  the  hand  and  arm, 
it  was  found  to  extend  upwards  to  and  beneath  the  liver,  and  down¬ 
wards  into  the  pelvis ;  the  intestines  could  be  made  out  behind 
and  at  the  sides  of  the  cyst,  though  shut  off  and  separated  from  it. 
The  cavity  of  the  peritoneum  was  not  opened.  A  Keith’s  glass 
drainage-tube  was  placed  in  the  wound  reaching  to  the  floor  of 
the  pelvis,  and  the  rest  of  the  incision  closed.  Strict  antiseptics 
were  used  and  a  sublimate  wool  dressing  applied  over  the  tube  and 
the  wound.  The  fluid  was  kindly  examined  by  Messrs.  Richard¬ 
son  and  Co.,  who  reported  that  it  contained  not  more  than  traces 
of  albumen,  that  the  whole  was  practically  mucus  and  fibrin  with 
a  large  predominance  of  the  former ;  microscopic  examination 
showed  abundance  of  mucus-corpuscles  with  which  were  mixed 
some  blood-corpuscles.  The  after  progress  of  the  case  was  very 
satisfactory ;  the  wound  remained  aseptic,  and  large  quantities  of 
the  mucoid  material  were  aspirated  or  squeezed  out  through  the 
tube,  which  was  removed,  cleaned,  and  replaced  twice  a  day.  The 
cyst  walls  shrank  very  considerably,  the  evening  temperature  did 
not  reach  the  normal  until  six  weeks  after  the  operation,  and  the 
night  sweats  continued  for  several  weeks  also.  In  December,  1889, 
on  his  departure  for  America,  he  seemed  to  be  in  good  health, 
could  walk  nine  miles  at  a  stretch,  and  his  appetite  was  excellent ; 
there  still  remained  an  irregular  shaped  cavity  with  thickened 
walls,  capable  of  holding  half  a  pint  of  fluid.  Mucoid  material 
was  secreted  daily;  the  discharge  of  this,  however,  which  was 
quite  sweet,  did  not  seem  in  any  way  to  depress  the  health.  In  a 
letter  dated  Feb.  27th,  I860,  the  patient  says  the  wound  is  still 
kept  open  by  a  glass  tube,  it  discharges  clear  watery  fluid  with 
very  little  of  the  jelly-like  material,  the  discharge  is  not  at 
all  offensive,  and  the  general  health  is  excellent.  He  works 
thirteen  hours  a  day ;  his  weight  is  175  lb.,  and  he  measures  36in. 
round  the  abdomen,  between  the  umbilicus  and  pubes.  He 
has  strict  orders  not  to  allow  the  wound  to  close. 

The  diagnosis  rested  between  hydatid  tumour,  encysted  perito¬ 
nitis  (tubercular  or  cancerous),  a  tumour  which  had  undergone 
mucoid  degeneration,  and  an  enormously  dilated  urachus.  The 
detection  of  mucus  in  the  contents  of  the  cyst  excluded  hydatid 
tumour  as  w7ell  as  encysted  peritonitis,  for,  as  Mr.  Shattock,  who 
kindly  examined  some  of  the  fluid,  writes,  it  is  impossible  for 
a  mucous  fluid  to  be  secreted  by  a  serous  membrane.  The  presence 
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of  a  myxomatous  tumour  was  negatived  at  the  operation.  The 
case  must  therefore  he  one  of  immensely  dilated  persistent  urachus. 
— Lancet ,  April  26,  1 890,  p.  898. 


70.  — ON  THE  CLASSIFICATION  OF  VESICAL  TUMOURS. 

By  Sir  Henry  Thompson,  F.R.C.S.,  Surgeon  Extraordinary  to 

His  Majesty  the  King  of  the  Belgians ;  Consulting  Surgeon  to 
University  College  Hospital. 

The  classification  presented  here  is  founded  to  a  considerable 
extent  on  my  own  experience  of  the  forty-one  cases  operated  on  and 
now  reported,  each  tumour  having  been  examined  by  a  competent 
pathologist ;  but  besides  observing  several  other  cases  in  consulta¬ 
tion,  as  well  as  taking  the  supervision  of  some  in  which,  for 
various  reasons,  no  surgical  procedure  was  admissible,  I  have  made 
a  study  of  numerous  preparations  in  the  London  museums.  From 
these  sources  chiefly  the  following  varieties  of  vesical  tumour  are 
enumerated  and  classified,  commencing  with  the  most  simple. 

1.  The  mucous  polypus — which  is  not  to  be  confounded  with 
prostatic  outgrowths  of  similar  form,  these  being  inadmissible  in 
any  scheme  comprising  vesical  tumours — resembles  polypi  of 
the  nasal  cavity,  but  is  more  compact  and  solid  in  structure. 
Hitherto,  this  product  has  been  found  in  young  children  only. 

2.  Papilloma. — The  papillomatous  growths  appear  in  two  forms, 
the  essential  character  being  that  the  structure  of  the  characteristic 
portion  always  resembles  that  of  the  natural  papillae  occurring  in 
certain  parts  of  the  digestive  canal.  The  constituent  element 
consists  of  a  prominent  fold  of  simple  membrane,  supported  by 
connective  tissue  containing  a  large  arterial  twig  as  a  central  axis, 
while  the  outer  surface  of  the  membrane  is  closely  covered 
by  a  layer  of  cylindrical  epithelium,  or,  much  less  commonly,  by  the 
ovate  or  spherical  variety,  Formerly  these  growths  were  called 
“  villous,”  to  which  it  was  usual  to  add  the  term  “  cancer,” 
although  the  implied  allegation  was  entirely  unwarranted  by 
evidence.  When  these  prolongations  are  very  long,  slender,  and 
floating  in  the  bladder,  the  papillomatous  growth  is  termed 
“fimbriated.”  When  a  considerable  portion  of  fibrous  tissue 
is  present,  rendering  the  growth  more  solid,  the  designation  u  fibro 
papilloma  ”  is  more  appropriate.  These  growths  form  very  slowly 
at  first,  but  when  developed  give  rise  to  repeated  attacks  of  hemor¬ 
rhage,  which  in  time  become  continuous  and  copious,  thus 
terminating  life.  They  are  the  most  commonly  met  with  of 
all  vesical  growths,  and  their  symptoms  have  been  often  mistaken 
for  those  of  renal  disease.  Microscopic  examination  of  the  urine 
will  sooner  or  later  (especially  if  the  bladder  is  washed  out 
with  water  and  the  debris  scrutinised)  detect  specimens  of  the 
growth,  which  are  quite  characteristic,  and  absolutely  decisive 
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that  the  growth  is  present.  Moreover,  on  careful  inquiry,  it  may 
he  ascertained  that  the  bleeding  is  found  occasionally,  sometimes 
frequently,  to  appear  in  a  manner  which  can  rarely  or  never 
he  met  with  in  renal  hemorrhages.  The  patient  commences  an  act 
of  micturition  with  clear  or  almost  bloodless  urine,  and  at  the  end 
of  the  act  bright  florid  blood  is  mixed  with  the  stream,  or  appears 
alone  at  the  close.  This  fact  determined,  the  bleeding  is  without 
doubt  vesical,  and  if  for  a  considerable  period  of  time  there  is  still 
but  little  pain  experienced,  and  the  act  of  micturition  is  as  a  rule 
not  very  frequent,  the  bleeding  is  certainly  not  due  to  a  sarcoma¬ 
tous  or  carcinomatous  growth,  and  is  therefore  very  probably 
significant  of  papilloma. 

I  may  remark  here  that  I  know  no  styptics  which  appear 
to  control  the  hemorrhage  from  this  source,  although  I  have  seen 
all  the  known  remedies  abundantly  tried.  Treatment  by  local 
injections  is  apt  to  provoke  rather  than  check  the  flow  of  blood. 

3.  The  simple  myomatous  tumours  are  not  very  uncommon  ;  they 
are  not  accompanied  by  any  characteristic  signs  of  their  presence,, . 
but  have  sometimes  papillomatous  growth  on  their  surface. 
Nothing  further  remains  to  be  said  here  in  relation  to 
diagnosis,  except  that  their  progress  is  slow,  and  the  characters  of 
malignant  growth  are  absent. 

4.  Tumours  made  up  of  fibrous  tissue  chiefly,  more  or  less 
associated  with  small  nuclei  interspersed.  Sometimes  these  are 
in  large  quantity,  a  fact  which  leads  to  a  graver  estimate  of  their 
character,  as  indicating  that  they  probably  possess  a  tendency 
to  return  after  removal.  Both  these  and  the  preceding  kind 
involve  the  deep  structures  of  the  bladder,  and  cannot  be  entirely 
separated  by  any  operative  procedure ;  while,  on  the  other  hand, 
many  examples  of  papilloma,  especially  when  growing  from  a 
pedicle,  may  be  completely  removed,  and  often  do  not  return. 

5.  Epithelioma ,  the  nature  and  characters  of  which  in  the 
bladder  are  those  of  this  growth  in  all  other  parts  of  the  body. 

6.  Scirrhus,  or  “cancer”  properly  so  called,  not  occurring  until 
after  the  middle  term  of  life  has  been  reached,  is  occasionally  met 
with  in  the  bladder. 

7.  The  round  and  spindle- celled  sarcomata ,  formerly  known 
as  “  encephaloid,”  are  sometimes  met  with  in  children,  but  affect 
not  infrequently  the  adult  also.  There  are  three  cases  of 
these  sarcomata  in  the  series.  One  is  at  present  unique  as  regards 
the  bladder.  The  preparation  was  examined  by  one  of  our  most 
practised  and  able  pathologists,  Mr.  Shattock,  Curator  of  the 
Museum  of  St.  Thomas’s  Hospital,  who  reported  on  it  as 
follows : — “  This  tumour  consists  in  part  of  perfectly  formed 
cartilage,  and  in  part  of  sarcoma  tissue.  The  latter  is  of  the 
spindle-celled  and  mixed  kinds,  and  the  process  of  its  chondrifica- 
tion  is  readily  traceable  ;  the  cells  become  surrounded  by  matrix,. 
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and  by  their  subsequent,  multiplication  and  secondary  capsular 
formation  there  is  produced  the  characteristic  structure  of  ordinary 
cartilage.” 

The  diagnosis  of  malignant  disease  of  the  bladder  is  not 
difficult.  Examination  of  the  rectum  furnishes  valuable  informa¬ 
tion.  Scirrhous  growth  is  very  hard,  irregular  inform,  and  is  thus 
unlike  ordinary  senile  prostatic  enlargement,  that  is,  the  so-called 
“  hypertrophy  ”  occurring  in  elderly  men.  The  sarcomata  are  full 
and  rounded  in  form,  more  elastic  to  the  touch  than  “senile 
enlargement,”  and  far  more  rapid  in  their  rate  of  increase  in  size. 
Epithelioma,  slow  and  restricted  in  growth,  may  exist  several 
years  before  presenting  a  tumour  sufficiently  dense  to  be  recognised 
by  palpation  or  by  sounding..  In  malignant  disease  pain  is 
a  more  or  less  constant  symptom,  and  some  hemorrhage  is  liable  to 
appear,  increasing  at  a  later  date ;  it  is  thus  distinguished 
from  papilloma,  which  is  rarely  recognisable  by  the  rectum,  or 
even  by  the  sound,  manifests  its  presence  first  by  hemorrhage, 
often  at  an  early  date,  and  is  rarely  painful  until  quite  the 
later  stage  of  its  history.  In  all  the  three  forms  of  recurring 
or  malignant  growths,  microscopic  observation  may  corroborate  a 
diagnosis  based  on  the  signs  and  symptoms  mentioned,  but  cannot 
by  itself  establish  one. 

I  shall  now  offer  a  brief  summary  of  the  results  of  the  operations 
which  I  undertook  in  these  41  cases,  of  which  34  occurred  in  males 
and  seven  in  female  patients. 

1.  In  seven  cases  there  has  been  no  reappearance  of  symptoms 
of  any  kind,  three  years  having  elapsed  since  the  most  recent, 
and  nearly  ten  years  since  the  first  case  of  the  series.  All  are 
living  and  well  except  one,  who  met  his  death  by  accident 
some  two  years  after,  but  the  bladder  was  examined  by  his 
medical  attendant  after  death,  and  sent  up  to  the  museum  of 
University  College  Hospital,  London,  where  it  now  is,  together 
with  the  tumour  originally  removed  ;  no  trace  of  reappearance  can 
be  found  in  it.  In  every  case  but  one  the  nature  of  the  tumour  wras 
papilloma,  the  exceptional  case  being  probably  a  myoma.  In  three 
cases  the  growth  was  removed  by  forceps  through  a  perineal  in¬ 
cision  ;  in  one  female  case,  dilatation  of  the  urethra  sufficed  ;  and 
in  the  three  remaining  cases  by  suprapubic  operation. 

2.  In  fifteen  other  cases  death  occurred  at  different  periods, 
varying  between  three  days  and  four  months  after  the  operation. 
Ten  of  these  were  the  subjects  of  malignant  growths  of  some  kind, 
epithelioma  and  sarcoma  in  two  or  three  varieties.  Two  were 
papilloma,  apparently  simple.  The  rest  were  myomatous,  but  con¬ 
tained  nuclei  which  aroused  suspicions  of  a  grave  character.  It  is 
worthy  of  remark  that  in  five  of  this  series  papilloma  was 
also  present  on  the  surface,  and  therefore  probably  as  a  secondary 
product  to  a  more  important  growth,  as  myoma  or  sarcoma. 
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3.  Nineteen  patients  remain,  who  lived  after  the '  operation 
for  periods  bearing  from  about  a  year  or  a  little  less,  up  to 
four  years,  one  of  these  being  now  in  good  health  (two  years  after 
the  operation),  much  stronger  and  stouter  than  before,  but  is  just 
beginning  to  note  the  reappearance  of  a  little  blood,  and  is, 
therefore,  not  entitled  to  be  regarded  like  the  first  class,  or  those  in 
whom  the  recovery  was  permanent. 

I  think  it  will  be  admitted,  as  the  result  of  all  past  experience, 
that  the  subject  of  bleeding  vesical  tumour  invariably  dies  of 
his  disease  more  or  less  speedily,  unless  its  removal  is  accomplished. 
Every  instance,  then,  of  operation  which  effects  this  and  produces 
a  permanent  cure  is  a  life  absolutely  gained  by  the  surgical  art. 
But  when  this  is  unhappily  not  to  be  accomplished,  a  partial 
removal  has  obviously  prolonged  life,  and  afforded  an  interval 
of  renewed  health  and  freedom  from  pain,  etc.,  sometimes  of  great 
value  to  the  patient.  Thus  the  foregoing  results,  although  of 
necessity  furnishing  many  instances  of  failure,  demonstrate  our 
power  to  offer  invaluable  aid  to  a  certain  proportion  of  otherwise 
fatal  cases.  For  no  individual  case  is  it  possible  to  predict 
the  issue  of  an  operation.  Not  until  the  scalpel  has  opened 
the  way  and  permitted  the  operator  to  lay  his  finger  on  the  growth 
and  thus  ascertain  its  physical  characters,  can  he  say  whether 
it  can  be  completely  removed ;  and  when  it  is  not  possible  to 
do  this,  the  probability  of  return  must  be  feared. 

In  all  cases  in  which  we  can  ascertain  the  presence  of  malignant 
disease — carcinoma,  sarcoma,  epithelioma — I  am  strongly  of 
opinion  that  it  is  useless  to  attempt  to  remove  the  growth,  and  that 
such  interference  is  liable  to  aggravate  the  sufferings  of  the  patient 
rather  than  otherwise,  and  perhaps  hasten  his  end.  Setting  these 
cases  aside,  I  am  not  less  strongly  of  opinion  that  it  must  almost 
invariably  be  our  duty  to  recommend  an  operation  for  removal,  not 
only  when  the  disease  is  obviously  not  malignant,  but  when  there 
is  any  reasonable  doubt  on  the  subject, which  will  in  the  course  of 
the  operation  be  cleared  up,  and  the  procedure  can  then  be  limited 
or  not,  according  to  the  judgment  of  the  surgeon. 

In  relation  to  cases  in  which  doubt  may  arise  it  must  not  be 
forgotten  that  papillomatous  growth  may  be  present  as  a  secondary 
growth  upon  another  form  of  tumour  in  the  bladder,  so  that 
its  presence  among  the  debris  examined  does  not  demonstrate 
the  presence  of  a  simple  uncomplicated  papilloma.  No  doubt  in  a 
large  majority  of  cases  the  simple  growth  alone  is  present,  but  the 
exceptional  condition  is  not  very  rare.  It  is  on  this  account  that 
I  often  practise  and  advise  a  small  perineal  incision  to  be  made  in 
the  median  line,  opening  the  urethra  in  the  membranous  portion, 
so  that  the  surgeon  may  introduce  his  index  finger  into  the  neck  of 
the  bladder.  This  proceeding  I  have  recommended  and  much 
practised  during  the  last  ten  years  in  obscure  cases,  under  the  title 
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of  “  Digital  Exploration  of  the  Bladder.”  When  the  patient  is 
thoroughly  under  the  influence  of  an  anaesthetic,  firm  suprapubic- 
pressure  enables  the  operator  in  all  ordinary  cases  to  determine 
with  his  finger  the  size  and  nature  of  the  tumour.  If  it  be 
a  simple  pedunculated  growth,  as  papilloma  often  is,  the  introduc¬ 
tion  of  an  appropriate  forceps  will  mostly  suffice  at  once  to  remove 
it.  If,  on  the  contrary,  it  is  found  to  be  large,  occupying  a  wide 
base,  or  is  otherwise  evidently  unfitted  for  treatment  by  the 
simple  proceeding  referred  to,  the  suprapubic  operation  can  be 
at  once  performed  in  the  usual  way.  This  I  have  frequently  done, 
and  have  never  found  that  the  preliminary  incision  described 
interferes  in  any  way  with  the  subsequent  operation,  which 
is  conducted  precisely  as  if  no  such  “  exploration”  had  taken  place. 
When  a  large  prostatic  or  other  tumour  is  encountered  in  the 
rectum  it  is  possible  that  the  finger  may  not  reach  the  bladder,  and 
so  may  be  incapable  of  exploring  the  cavity,  but  in  these 
circumstances  the  “  digital  examination  ”  is  wholly  unne¬ 
cessary,  the  condition  in  question  demonstrating  that  the 
case  is  not  one  of  simple  removable  tumour,  but  is  probably  an 
example  of  malignant  growth.  But  it  may  be  said  that  the 
diagnosis  of  a  vesical  tumour  may  be  readily  established  by  means 
of  the  Leiter  endoscope.  I  long  ago  tested  its  value,  having 
employed  not  only  the  earlier  but  the  latest  and  most  improved 
form  of  that'  instrument.  Let  me  say,  first,  that  the  employment 
of  it  in  the  cavity  of  the  bladder  involves  much  irritation  in  some 
cases,  far  more  than  that  which  follows  the  use  of  the  sound. 
Secondly,  that  in  presence  of  a  tumour  which  the  slightest  mechani¬ 
cal  contact  causes  to  bleed,  the  observation  is  mostly  an  imperfect 
one.  Thirdly,  that  the  instrument  is  rarely  necessary  to  determine 
the  fact  of  the  tumour’s  presence,  that  being  ascertainable  in  nine 
cases  out  of  ten  by  the  ordinary  methods  already  alluded  to. 
Lastly,  it  is  assumed  to  furnish  the  means  of  ensuring  a  view  of 
the  growth  which  shall  enable  the  operator  to  determine  whether 
it  is  peduncular  and  easily  removable,  or  the  reverse.  In  regard 
to  this  important  matter,  I  admit  that  the  object  may  be  attained, 
but  in  the  majority  of  cases  I  am  certain  it  cannot  be  thus  decided, 
as  when  the  tumour  is  not  seen  in  profile  and  when  the  bleeding 
occasioned  permits  only  an  imperfect  view,  a  far  more  accurate 
idea  can  be  obtained  by  “  digital  exploration,”  which  never 
produces  the  severe  cystitis,  becoming  chronic  and  confirmed, 
which  unhappily  too  often  follows  prolonged  manipulation  with  a 
rigid  cystoscope  in  the  diseased  bladder  of  an  elderly  patient.  I 
have  performed  “  digital  exploration  ”  upwards  of  a  hundred  times 
and  have  never  met  with  any  serious,  far  less  fatal,  issue  to 
that  simple  operation. 

Finally,  supposing  that  by  any  process  whatever  the  presence  of 
a  manifestly  carcinomatous  or  sarcomatous  growth  has  been  dis- 
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covered  I  can  say  nothing1,  as  already  indicated,  in  favour  of 
operative  measures  for  its  removal.  It  is  always  possible  to  extir¬ 
pate  the  growth,  which  largely  involves  the  walls  of  the  organ 
itself,  and  rapidly  reappears  after  the  attempt  has  been  made, 
although  large  masses  may  have  been  taken  away  and  an  apparently 
almost  empty  cavity  has  been  left  as  the  result  of  the  procedure. 

The  palliative  treatment  for  all  patients  thus  affected  consists  in 
the  avoidance  of  habits,  occupations,  and  any  amount  of  exercise 
found  by  the  experience  of  each  individual  case  to  produce  serious 
increase  of  hemorrhage  ;  the  maintenance  of  the  digestive  power 
and  healthy  activity  of  the  functions  which  support  life  is  as  far  as 
possible  to  be  ensured ;  and  lastly,  the  adoption  of  all  means, 
especially  towards  the  closing  stage  of  a  case  which  is  certainly 
destined  to  be  fatal,  in  order  to  alleviate  suffering  which  is  usually 
severe  and  prolonged,  unless  dealt  with  unflinchingly,  as  it  ought 
to  be  in  such  painful  circumstances.  The  ample  use  of 
morphine,  usually  most  effective  by  subcutaneous  injection,  should 
be  adopted,  so  that  although  unable  in  any  way  to  check  the  pro¬ 
gress  of  the  malady  we  may  at  least  mitigate  the  most  terrible 
accompaniment  of  its  distressing  and  inevitable  course. — Medical 
Press  and  Circular ,  Aug.  13,  1890,  p.  157. 
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71. —ON  LASSAR’S  METHOD  IN  THE  TREATMENT  OF 
INFLAMMATORY  AFFECTIONS  OF  THE  SKIN. 

By  David  Couper,  M.D.,  Physician  to  the  Skin  Department, 

Glasgow  Central  Dispensary. 

Of  all  the  dermatoses  the  inflammations  are  by  far  the  most 
important,  if  in  no  other  respect  at  least  in  this,  that  they  are  the 
most  common,  and  that  the  general  practitioner  is  expected  to  be 
able  to  treat  them  successfully.  They  formed  the  subject  of  a 
paper  read  last  year  before  the  American  Medical  Congress,  bv 
one  of  the  foremost  dermatologists  of  the  day,  Dr.  Oscar  Lassar  of 
Berlin.  Only  to  that  part  of  this  paper  which  deals  with  treat¬ 
ment  shall  I  refer,  although  its  scope  was  very  much  greater,  and 
is  well  worthy  of  careful  perusal.  The  following  is  the  method  he 
adopts  in  all  cases  of  dermatitis,  whether  called  eczema  or  by 
other  names;  and  it  is  pursued,  he  says,  even  in  the  most  violent 
cases.  It  depends  upon  the  following  out  of  three  indications — 
viz.,  cleanliness  of  the  affected  part,  promotion  of  healthy  action, 
and  protection  during  the  process  of  recovery.  These  indications 
are  fully  acknowledged  in  ordinary  surgery ;  their  application  in 
the  domain  of  dermatology  is,  however,  not  yet  quite  so  well 
-recognised.  As  Lassar  remarks,  “  In  surgery,  no  one  would  allow 
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dirty  and  decomposable  matter  to  remain  within  the  field  of 
absorption ;  ”  and  there  is  not  only  no  reason  why  the  skin  should 
be  exempt  from  the  operation  of  this  rule,  but  there  is  abundant 
reason  for  the  strictest  observance  of  antisepticism. 

The  process  by  which  cleanliness  is  secured  fulfils  at  the  same 
time  the  second  of  the  above  indications.  The  patient  is  placed 
in  a  bath  of  water,  the  temperature  of  which  is  about  90°  F.,  and 
is  gently  rubbed  over  with  soft  soap  (sapo-mollis).  This  loosens 
and  removes  the  epidermal  debris,  and  causes  a  free  circulation  of 
the  blood  in  the  capillaries,  “  and  probably  moves  obstruction  in 
the  congested  small  vessels  by  flushing  them  with  an  increased 
current,”  in  much  the  same  way  as  gentle  friction  acts  beneficially 
in  mammitis.  In  many  cases  this  is  sufficient,  especially  if  they 
are  acute,  or  if  the  skin  is  delicate  ;  the  temperature  of  the  bath  is 
then  reduced  by  a  few  degrees,  the  soap  washed  away,  and  the 
patient  submitted  to  a  tepid  or  cold  water  shower  bath,  and  care¬ 
fully  dried.  The  third  indication  is  met  by  the  application  of  an 
emollient,  the  favourite  form  of  which,  with  Lassar,  is — 

b*  Acid,  salicylic.,  2  parts  ;  pulv.  amvli.,  pulv.  zinci  oxid.,  aa  24 
parts  ;  vaselin  flav.,  50  parts. 

In  cases  where  the  soap  alone  does  not  suffice,  its  action  is  sup¬ 
plemented  by  the  free  application  of  tar  in  a  similar  manner.  The 
later  stages  of  the  process  are  the  same  as  when  the  soap  simply 
is  used.  The  formula  for  the  tarry  application  is  as  follows  : — 
b.  01.  fagi  pinguis,  ol.  Itusci,  ol.  olivarum,  aa  partes  equates. 
Syn.— Tar. 

Dr.  Lassar  says,  “the  leading  steps  of  the  process  are — 

“  1.  The  removal  of  pathological  adhesions. 

“  2.  The  short  application  of  tarry  preparations. 

“d.  The  permanent  application  of  indifferent  preparations.” 
There  is  perhaps  nothing  absolutely  new  in  this  procedure,  for 
we  are  all  familiar  with  the  valuable  keratolytic  properties  of  soap 
and  tar,  and  they  are  in  every  day  use  in  skin  practice,  Hebra’s 
method  of  treating  chronic  eczema  of  the  legs  is  in  many  respects 
just  like  Lassar’s,  the  solvent  action  of  the  green  soap  being  there 
taken  full  advantage  of,  and,  as  we  all  know,  with  good  results. 
But  the  novelty  of  Lassar’s  method  consists  in  the  boldness  with 
winch  these  agents  are  employed,  and  the  emancipation  which  he 
gives  us  from  the  fear  of  using  water,  that  has  prevailed  amongst 
us  since  Hebra’s  time.  All  these  agents  we  have  used,  but  in  a 
very  timid  and  gingerly  fashion,  for  teachers  and  text-books  have 
all  united  in  impressing  upon  us  the  necessity  of  the  greatest  care 
in  handling  tar  ;  to  use  it  only  on  a  small  surface  at  first ;  to  use 
it  largely  diluted,  and  to  increase  the  strength  by  slow  and  cautious 
degrees ;  while  water  is  as  a  routine  instruction  to  patients  by  many 
practitioners  almost  absolutely  forbidden.  The  French  school 
shares  with  us  this  timidity  in  the  use  of  tar. 
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That  the  process  rests  on  sound  principles  I  have  over  and  over 
again  satisfied  myself,  but  I  have  not  yet  had  the  courage  to  adopt 
it  in  very  acute  forms  of  eczema,  one  reason  being  that  any  such 
cases  I  have  recently  had  were  among  a  class  of  patients 
which  did  not  allow  of  its  application  ;  in  other  cases  I  have  used 
it  frequently  and  with  good  results.  The  difficulty  of  getting 
heavy  beech  oil  in  my  neighbourhood  just  at  the  time  I  wanted  it 
led  me  to  take  to  the  following  formula  as  a  substitute  for  Lassar’s. 
I  have  adhered  to  it,  for  I  have  found  it  fulfil  all  the  indications 
much  as  his  own  would,  and  it  is  really  not  very  different. 

h  •  Creasoti  3 1 °1*  cadeni  §i ;  ol.  olivae  §ii.  —Syn.  Liq.  Picis.  Co. 

The  creasote  is,  as  you  know,  the  active  principle  of  heavy 
beech  oil ;  oil  of  cade  is  very  similar  to  oleum  rusci,  the  one  being 
obtained  from  birch  oil,  the  other  from  juniper. — Glasgow  Medical 
Journal ,  June ,  1890,  p.  444. 

72.— THE  LOCAL  TREATMENT  OF  ECZEMA  IN  OLD  PEOPLE- 

By  L.  Duncan  Bulkley,  M.D.,  Physician  to  the  New  York 

Skin  Hospital. 

The. local  treatment  of  eczema  in  elderly  people  is  a  most  import¬ 
ant  element,  and  will  often  call  for  great  care  in  its  selection  and 
employment.  It  is  to  be  remembered  that  the  skin  is  very  delicate 
and  sensitive  at  this  period  of  life,  and  that  it  is  very  easy  to  err  on 
the  side  of  strong  applications,  so  that  the  measures  must  be  mild, 
certainly  at  the  beginning  and  until  the  condition  of  the  individual 
is  perfectly  understood. 

The  local  treatment  will,  of  course,  vary  sreatly  with  the  loca¬ 
tion  and  character  of  the  eruption  present.  For  generalized  eczema, 
and  that  on  the  trunk  and  limbs,  no  application  is  more  comfortable 
and  soothing  than  the  well-known  one  of  calamine  and  oxide  of 
zinc,  to  which  carbolic  acid  is  to  be  added  in  varying  proportions, 
according  to  the  amount  of  itching  present  (R.  Pulv.  calaminae 
prsep.,  3ij;  zinci  oxidi,  3iv;  acidi  carbolici,  3  3  to  3  i j  ?  glycerini, 
%  3  t°  1)  jss.;  liq.  calcis,  %  j;  aquae  rosae,  ad  %  viij).  Sometimes  the 
alkalinity  of  the  lotion  is  best  effected  by  borax  or  carbonate  of 
magnesium,  and  when  more  astringency  is  required,  two  to  four 
drachms  of  salicylate  of  sodium  may  be  added  to  the  lotion. 
This  is  to  be  freely  sopped  over  the  surface  several  times  daily,  or 
as  often  as  required  to  allay  itching  and  burning  heat,  the  powder 
in  it  being  allowed  to  adhere  to  the  skin,  and  the  part  covered  only 
with  the  ordinary  clothing.  When  there  are  any  exuding  surfaces, 
a  trifle  of  absorbent  cotton,  loosely  pulled  apart,  may  be  lightly 
laid  on  and  allowed  to  adhere  ;  this  then  comes  off  on  the  next 
application  of  the  lotion,  without  doing  violence  to  the  part,  for 
dressing  should  never  be  torn  from  these  raw  surfaces.  As  the 
treatment  proceeds,  the  raw  points  lessen  in  number  and  size,  until 
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the  application  of  the  fibres  of  cotton  ceases  to  be  necessary.  Care 
must  be  exercised,  in  applying-  this  cooling  lotion  to  a  surface  of  any 
extent,  not  to  chill  the  body  too  greatly,  lest  serious  consequences 
might  ensue  in  the  way  of  internal  disorders  or  inflammations. 

On  more  localized  patches,  especially  where  there  is  thickening 
of  tissue  with  great  itching,  complete  relief  can  generally  be  obtained 
by  the  use  of  tar-and-zinc  ointment  (5- .  Zinci  oxidi,  3  j  5  nng.  picis, 
3  iv  ;  ung.  aquae  rosae,  §  jss)  when  properly  applied.  This  should 
be  thickly  spread  on  the  woolly  side  of  pieces  of  sheet  lint,  cut  to 
fit  the  separate  patches  ;  these  are  then  firmly  bound  upon  them 
with  a  light  cheese-cloth  bandage,  and  removed  once  or  twice  in 
twenty-four  hours.  It  is  often  better  to  use  the  same  pieces  of  lint 
for  several  applications,  spreading  fresh  ointment  on  them  at  each 
renewal.  Where  the  thickening  resists  the  tarry  application,  a 
quarter  part  of  diachylon  ointment  may  be  added  to  the  above ;  in 
still  more  rebellious  patches  a  little  salicylic  acid,  ten  to  twenty 
grains  to  the  ounce,  will  aid  in  the  absorbing  power. 

Ichthyol  and  resorcin  I  have  not  found  of  much  advantage  in  the 
eczema  of  elderly  people,  except  occasionally  in  obstinate  erythema¬ 
tous  eczema  about  the  crotch ;  here  a  two-per-cent,  or  three-per¬ 
cent.  solution  in  water,  with  a  little  alcohol,  wiped  over  the  surface 
once  or  twice  daily,  followed  by  the  calamine-and-zinc  lotion, 
will  sometimes  aid  in  its  removal. 

In  eczema  about  the  head  and  face  about  the  most  serviceable 
application  is  that  of  a  tannin-and-carbolic-acid  ointment  ( .  Acidi 
tannici, 3j?  acidi  carbol.,  gr.  v  to  x;  ung.  aquae  rosae,  §  j),  kept 
continuously  applied,  and  renewed  as  often  as  it  is  rubbed  off  or 
soaks  in.  In  some  of  these  cases  a  calamine  and  zinc  ointment, 
with  camphor  (  .  Pulv.  calam.  praep.,  9  j ;  zinci  oxidi,  3  ss. ;  tinct. 

camph.,  3ss. ;  ung.  aquae  rosae,  §  j),  will  prove  more  soothing. 

In  all  cases  of  eczema  in  elderly  people  the  greatest  care  must 
be  exercised  in  regard  to  the  application  of  water  to  the  skin  ;  it  is 
well  to  remember  as  an  axiom  that  water  is  poison  to  an  eczematous 
surface,  and  should  only  be  used  when  absolutely  necessary,  and 
also  that  exposure  to  the  air  is  equally  injurious.  Daily  washing 
of  an  eczematous  surface  will  almost  always  retard  the  cure ;  indeed, 
in  many  cases  this  will  be  the  main  obstacle  to  the  cure  of  the 
eruption.  Not  infrequently  the  same  local  application  as  previously 
used  will  be  found  sufficient  when  it  is  rightly  and  efficiently 
employed.  In  some  cases  it  will  be  found  desirable  to  abstain  from 
the  ordinary  use  of  water  for  cleansing  for  days  or  even  weeks. 
The  applications  then  are  simply  renewed,  without  cleansing  the 
parts  other  than  gently  wiping  off  the  diseased  surface  with  a  dry 
cloth,  or  carefully  removing  crusts  which  may  have  become  loosened, 
replacing  the  application  with  the  least  exposure  possible. 

When  cleansing  or  stimulation  is  required,  nothing  is  better  than 
the  well-known  green  soap — a  potash  soft  soap,  the  sapo  viridis  of 
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the  Pharmacopoeia ;  hut  even  this  is  subject  to  abuse,  and,  if  used 
■wrongly  or  too  freely,  may  also  do  harm  instead  of  good.  It  may 
be  emphtyed  alone,  or  in  watery  solution,  or  in  alcohol,  in  the 
proportion  of  two  parts  of  the  soap  to  one  of  alcohol.  This  dissolves 
any  greasy  substances  and  removes  epithelial  matter  very  readily. 
But  it  should  be  lightly  applied,  diluted  at  the  time  of  using  with 
some  water,  the  part  quickly  dried,  and  the  appropriate  ointment 
or  lotion  at  once  replaced.  It  is  well  to  direct  carefully  that  the 
cleansing  should  be  undertaken  only  at  stated  intervals,  often  only 
every  few  days,  to  allow  the  resulting  stimulation  to  subside  before 
the  next  manipulation.  The  impression  is  very  general  that  Castile 
soap  is  valuable  for  washing  in  eczema,  but,  on  the  other  hand,  it 
is  commonly  very  prejudicial,  and,  being  a  soda  soap,  will  generally 
irritate  a  delicate  and  inflamed  skin.  With  the  exception  of  tar 
soap,  which  is  occasionally  employed,  I  may  say  that  medicated 
soaps  are  a  delusion,  and  practically  are  of  exceedingly  small  utility 
in  eczema  or  other  diseases  of  the  skin. 

Baths  are  often  thought  to  be  of  much  service  in  eczema,  but  my 
experience  is  that,  unless  most  carefully  and  judiciously  used,  they 
effect,  as  generally  employed,  infinitely  more  harm  than  good  in 
this  disease.  One  of  the  worst  cases  of  general  eczema  which  I 
have  ever  seen  was  in  the  person  of  an  elderly  gentleman  in  whom  a 
moderately  localized  eruption  became  irritated  so  that  the  whole 
body  and  limbs  were  the  seat  of  a  terrific  eruption  after  taking  a  few 
sulphur  vapor  baths.  I  have  also  seen  Turkish  and  Russian  baths 
produce  most  unhappy  effects.  But  occasionally  general  baths  are 
required  in  these  cases,  and  where  there  is  not  much  moist  surface 
they  may  be  given  with  advantage,  if  properly  employed.  But,  as 
before  mentioned,  water,  as  ordinarily  used,  is  irritating  to  eczema¬ 
tous  skins,  and  in  bathing  it  is  necessary  to  modify  it  by  the  addition 
of  certain  substances.  For  this  purpose  starch,  one  to  three  pounds 
to  a  thirty-gallon  bath,  or  a  pound  or  two  of  gelatine,  may  be  used ; 
the  old  method  of  using  bran,  in  a  bag,  soaked  in  the  bath,  is  good, 
but  frequently  fails  to  produce  enough  of  a  demulcent  effect. 
Alkalies  added  to  the  bath  are  also  of  service,  and  that  which 
experience  has  shown  to  be  of  most  value  is  a  combination  of  car¬ 
bonate  of  potash,  four  ounces ;  carbonate  of  soda,  three  ounces;  and 
powered  borax,  two  ounces,  in  the  thirty-gallon  bath,  with  a 
pound  or  two  of  starch. 

Even  when  thus  prepared,  the  baths  should  not  be  taken  too 
frequently,  and  it  is  generally  well  to  wait  several  days  between 
them — certainly  until  their  effect  in  the  particular  case  is  well 
determined  ;  the  temperature  of  the  bath  should  be  such  as  to  be 
agreeable — about  that  of  the  body,  or  a  trifle  warmer — and  the 
duration  not  more  than  fifteen  or  twenty  minutes.  On  coming  out 
of  the  bath  the  skin  should  be  dried,  with  as  little  friction  as  possible, 
with  heated  towels,  and  a  medicated  application  made  to  the 
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affected  parts  as  quickly  as  possible,  remembering  still  tbe  irritating 
action  of  the  air  on  diseased  skin.  In  returning  to  the  use  of 
common  bathing  some  little  care  must  be  exercised  as  the  diseased 
surface  returns  to  its  normal  condition,  for  harsb  treatment  can 
often  cause  the  reproduction  of  an  eczematous  surface  after  it  has 
been  once  restored  to  health. — N.  Y.  Med.  Journal ,  May  3,  482. 
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73.— ON  MODERN  METHODS  OF  CATARACT  EXTRACTION. 

By  Charles  George  Lee,  M.R.C.S.,Eng.,  Surgeon  to  the 
Liverpool  Eye  and  Ear  Infirmary. 

The  method  usually  adopted  for  the  removal  of  an  opaque  senile 
lens  is  pretty  well  known,  and  were  it  not  that  just  now  the  minds 
of  ophthalmic  surgeons  are  much  exercised  as  to  the  advisability  or 
otherwise  of  one  or  two  proceedings  in  the  course  of  the  operation, 
I  should  not  have  presumed  to  call  attention  to  a  subject  that  at 
first  sight  might  appear  commonplace.  In  furnishing  a  title  for 
this  short  paper,'!  have  made  use  of  the  word  “  modern,”  to  indicate 
my  desire  to  discuss  the  question  from  a  clinical  and  experimental, 
rather  than  from  a  historical,  stand-point,  believing  that  by  this 
method  any  personal  experience  one  may  have  obtained  will  be  more 
easily  and  expeditiously  brought  under  notice.  I  think  we  are 
justified  in  applying  the  term  “modern”  to  the  operation  known  as 
von  Graefe’s,  and  to  all  the  modifications  that  have  been  sub¬ 
sequently  introduced,  very  few  operators  adhering  strictly  to  the 
letter  of  that  great  master’s  directions.  Previously  to  Graefe’s 
time  the  flap  operation  held  almost  universal  sway,  having 
supplanted  the  older  operation  of  couching.  I  think  it  well 
to  divide  the  steps  of  the  operation  into  five,  as  each  modification 
or  novelty  can  then  very  readily  be  discussed  in  its  appropriate  place. 

First  stage :  incision. — The  modern  tendency  is  to  place  this  more 
forward  than  in  the  original  directions,  the  causes  being  chiefly 
two — (a)  danger  of  escape  of  vitreous,  and  ( b )  fear  of  wounding 
the  ciliary  body.  Personally,  I  plau  my  line  of  incision  similarly 
to  that  adopted  by  Mr.  Swanzy,  and  I  cannot  better  describe  it  than 
by  quoting  from  his  recent  handbook  :  “  The  point  of  the  knife  is 
entered  just  in  the  margin  of  the  clear  cornea,  at  the  outer  extremity 
of  a  horizontal  line  which  would  pass  three  millimetres  below  the 
summit  of  the  cornea.  This  line  is  easily  found  by  placing  the 
knife,  which  is  about  two  millimetres  broad,  horizontally  across  the 
cornea,  so  that  a  margin  of  clear  corneal  tissue  one  millimetre  broad 
may  remain  exposed  between  the  knife  and  the  summit  of  the 
cornea.  The  knife  is  then  passed  cautiously  through  the  anterior 
chamber  and  the  counter-puncture  made  in  the  corneal  margin  at 
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the  inner  extremity  of  the  horizontal  line  described,  and  the1 
incision  finished  in  the  corneal  margin  by  a  few  slow  to-and-fro 
motions  of  the  knife.”  There  is  considerable  variation  as  to  the 
situation  of  the  corneal  incision,  the  general  tendency,  however, 
being  to  advance  it.  Mr.  Pridgin  Teale,  using  a  knife  somewhat 
resembling  a  Beer’s,  places  his  line  of  incision  midway  between  the 
centre  and  periphery  of  the  cornea. 

Second  stage:  iridectomy. — We  now  enter  upon  most  debatable 
ground.  This  procedure,  which  was  formerly  held  to  be  a  most 
essential  part  of  the  operation,  has  of  late  years  fallen  into  disuse 
in  the  hands  of  some  most  eminent  operators.  The  chief  reasons 
for  this  abandonment  of  an  iridectomy  seem  to  be,  first,  that  it  is 
unnecessary  :  secondly,  that  from  a  cosmetic  standard  the  results 
are  not  so  good.  We  may  at  once  concede  the  possibility  of 
removing  the  hardened  nucleus  without  an  iridectomy,  but  it  may 
be  that  only  then  have  one’s  difficulties  commenced ;  frequently  we 
are  met  by  an  immediate  prolapse  of  the  iris  into  the  corneal  wound, 
which  resists  all  attempts  at  reduction,  and  it  must  be  excised. 
Should  this  accident  not  happen  at  this  stage,  it  is  by  no  means 
certain  that  it  will  not  occur —indeed,  my  experience  points  to  the 
third  or  fourth  day  after  the  operation  as  those  on  which  it  may 
happen.  The  mode  in  which  it  occurs  is  worth  notice  :  it  appears 
to  be  coincident  with  the  closure  of  the  corneal  wound  ;  the  filtra¬ 
tion  of  the  aqueous  being  stopped,  the  iris  is  bulged  by  the  retained 
fluid,  and  it  only  requires  a  slight  movement  on  the  part  of  the 
patient  to  break  through  the  recently  cemented  lymph — a 
sudden  gush  of  aqueous  occurs,  and  the  iris  is  carried  into  the 
wound.  To  free  the  iris  from  incarceration  is  now  no  easy  task,, 
and  if  it  remain  in  its  malposition  our  patient  has  probably  to  en¬ 
counter  the  dangers  of  sympathetic  ophthalmitis.  To  these  very 
obvious  and  immediate  complications  must  be  added  those  that  are 
liable  to  arise  from  the  bruising  and  stretching  the  iris  has  to 
undergo  during  the  passage  of  the  lens  through  the  pupil,  and  whose 
advent  may  be  looked  for  from  the  seventh  to  the  tenth  day. 
Although  we  have  not  yet  exhausted  the  adverse  possibilities  that 
must  be  weighed  before  we  decide  to  adopt  the  so-called  simple 
method  of  extraction,  their  enumeration  is  scarcely  necessary  when 
we  consider  the  very  striking  admission  made  by  Mr.  Teale  at  the 
Leeds  meeting  last  year,  when  he  said :  “  Given  a  patient  with  only 
one  eye,  and  that  one  affected  with  cataract,  I  should  perform  an 
iridectomy,  being  content  to  forego  a  little  extra  brilliancy  in  result 
to  greater  probability  of  successful  operation.”  Knowing  that  Mr. 
Teale  was  one  of  the  earliest  British  surgeons  to  relinquish  iridec¬ 
tomy,  having  had  perhaps  more  experience  than  any  other  oculist  of 
this  operation,  it  appears  clearly  our  duty  to  give  our  patients  the- 
best  chance  for  recovery  of  a  sound  eye,  and  this  by  iridectomy. 

The  third  stage — laceration  of  capsule — I.  only  stay  to  mention. 
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Fourth  stage :  delivery  of  lens. — This  is  accomplished  by  a  gentle 
pressure  applied  to  the  lower  edge  of  the  cornea ;  in  some  few  cases, 
owing  to  the  corneal  incision  being  rather  small,  or  from  some  other 
cause,  the  lens  sticks  at  its  equator,  aud  to  avoid  undue  pressure  I 
have  used  the  tractor  here  figured.  It  was  made  for  me  by  Messrs, 
Weiss,  and  its  application  is  as  simple  as  it  has  been  gratifying. 


Fifth  stage,  usually  termed  “  the  toilette  of  the  wound,”  in¬ 
cludes  much  more  than  might  be  presumed  from  its  designation. 
Not  simply  is  it  concerned  in  clearing  the  edges  of  the  incision 
from  blood  and  debris,  but  also  freeing  the  area  of  the  pupil  from 
any  soft  lenticular  matter  that  is  apt  to  remain,  and  give  rise  to 
secondary  cataract.  Various  expedients  are  employed  to  remove 
these  particles  of  cortical  matter.  Great  reliance  is  placed  upon 
digital  or  instrumental  pressure  applied  either  directly  to  the 
cornea,  or  from  the  outside  of  the  lid.  A  grave  objection  to  this 
procedure  exists  in  the  fact  that  even  when  it  is  most  delicately 
conducted  a  rupture  of  the  hyaloid  not  infrequently  occurs,  and 
escape  of  vitreous  follows  ;  besides,  it  is  often  ineffectual.  To  Dr. 
McKeown  of  Belfast  belongs  the  credit  of  introducing  a  novel  and 
most  effective  method  of  clearing  away  cortex — viz.,  by  introduc¬ 
ing  fluid  into  the  capsule  of  the  lens.  He  published  his  first  series 
of  cases  in  1884.  The  instruments  he  recommended  for  injection 
of  the  fluid  were  hollow  needles  and  syringes.  Early  in  1.88(3,  I 
used  McKeown’s  syringe  on  two  occasions,  and  these  sufficed  to 
show  me  that,  whilst  we  had  a  most  useful  line  of  practice  indi¬ 
cated,  the  means  used  for  carrying  it  out  were  unsatisfactory. 
Accordingly  I  replaced  the  jerky  and  unsteady  flow  of  the  syringe 
by  the  equable  and  controllable  flow  obtained  by  a  very  simple 
irrigation  apparatus.  This  was  fully  described  at  the  Brighton 
meeting  of  the  British  Medical  Association  in  1886.  Since  then 
I  have  continued  to  use  the  same  simple  apparatus,  having,  how¬ 
ever,  slightly  modified  the  terminal.  The  accompanying  figure 
shows  the  one  now  in  use.  I  have  employed  irrigation  on  more 
than  thirty  occasions,  always  with  satisfaction  and,  I  believe,  with 
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"benefit.  The  thoroughness  with  which  the  irrigator  clears  away 
the  soft  matter  is  really  remarkable.  Having  by  this  method 
secured  a  black  coloboma,  and  the  patient  being  able  to  count 
fingers  held  in  front  of  the  operated  eye,  it  only  remained  to  clear 
the  conjunctival  sac  from  any  debris  of  blood,  &c.  The  outside  of 
the  eyelids  are  usually  dredged  with  iodoform  powder,  and  double 
pads  of  Gamgee’s  lint  secured  over  each  eye  with  strips  of  plaster. 
Finally,  a  roller  bandage  is  fixed  over  all,  the  patient  removed  to 
bed,  where  he  remains  till  the  eighth  day.  Many  ophthalmic 
surgeons  do  not  disturb  the  dressings  for  a  week,  unless  warned  by 
pain  that  something  is  amiss ;  but  as  I  have  seen  more  than  one 
cornea  slough  painlessly,  it  is  my  custom  to  remove  the  pads  the 
day  after  the  operation  and  replace  them  by  clean  ones ;  the  eye¬ 
lids  need  not  be  opened  unless  there  is  some  redness,  swelling, 
or  discharge  visible.  Should  there  be  anything  to  arouse  suspicion, 
the  lids  are  opened  and  an  inspection  of  the  wound  is  made  ;  if 
now,  or  at  a  later  period,  there  are  any  signs  of  sloughing,  we 
irrigate  the  whole  of  the  anterior  chamber  with  an  antiseptic  fluid, 
and  believe  that  by  these  means  we  have  saved  from  utter  destruc¬ 
tion  one  case  at  least  which,  had  the  ostrich-like  policy  of  trusting 
all  was  going  on  right  because  w~e  could  not  see  the  untoward 
processes  that  had  already  commenced,  would  undoubtedly  have 
been  destroyed. 

The  judicious  application  of  antiseptics  to  ophthalmic  surgery 
has  long  been  aimed  at  by  oculists ;  at  the  Liverpool  Eye  and  Ear 
Infirmary  we  use  a  solution  of  biniodide  of  mercury  known  as 
“  panas.”  The  instruments  to  be  employed  in  the  operation  are 
immersed  in  this  solution,  and  the  patient’s  face,  as  well  as  the  con¬ 
junctival  cul-de-sac,  are  thoroughly  laved  with  it. — Lancet,  Aug.  16. 

74.— ON  THE  AFTER  TREATMENT  OF  CATARACT 
EXTRACTIONS  IN  LIGHT  ROOMS,  ETC. 

By  Julian  J.  Chisolm,  M.D.,  Baltimore,  Maryland,  U.S.A. 

For  the  past  two  years  1  have  operated  upon  all  simple  senile 
cataracts  without  iridectomy.  I  clean  the  anterior  chamber  as 
carefully  as  possible,  and  replace  the  iris  so  as  to  establish  a  round 
well-contracted  pupil,  with  the  lips  of  the  corneal  wound 
thoroughly  adapted.  A  few  drops  of  an  eserine  solution  half  per 
cent,  strength  are  instilled  into  the  eye  operated  upon.  Both  eyes 
are  temporarily  closed  for  the  adjustment  of  the  adhesive  strip 
over  the  lids  of  the  one  operated  upon.  As  soon  as  it  dries  it  holds 
the  lids  very  securely  together.  The  patient  is  then  told  to  open  the 
other  eye.  The  patient  gets  out  of  the  operating  chair,  and,  if  he 
has  sight  enough  in  the  exposed  eye,  walks  unaided  from  the 
operating  room  to  his  chamber.  He  reclines  on  the  sofa,  sits  upon 
or  lies  upon  the  bed  at  will.  He  eats  his  regular  meals.  At  bedr- 
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time  lie  undresses  himself,  and  unaided  makes  liis  own  toilet  in 
the  morning.  He  walks  about  the  room,  escapes  the  annoyance  of 
being  fed  by  the  nurse,  receives  the  visits  of  his  friends,  and  in 
many  respects  is  unrestrained  in  his  movements.  The  diaphanous 
character  of  the  dressing  admits  of  the  daily  inspection  of  the  lids. 
If  no  excessive  discharge  appears,  there  can  be  no  trouble  going 
on,  and  the  dressing  is  not  disturbed.  As  an  additional  security 
for  pupillary  shrinkage  I  instil  at  bedtime,  on  the  day  of  operation, 
a  drop  of  the  eserine  solution.  It  finds  its  way  from  the  inner 
canthus  under  the  plaster,  and  by  capillary  action  gets  on  the 
cornea.  This  ensures  the  removal  of  the  iris  from  the  corneal 
wound,  and  tends  to  prevent  prolapse.  On  the  fourth  or  fifth  day, 
when  the  adhesive  strip  is  finally  removed,  I  use  locally  atropia 
to  expand  the  pupil.  I  remove  the  adhesive  strip  by  detaching  a 
corner  and  pulling  the  whole  dressing  off  dry.  Should  the  patient 
complain  of  the  traction,  the  lids  are  moistened,  when  the  adhesive 
piece  comes  off  without  effort.  The  eyelids  are  then  cleansed  of 
adherent  secretions  with  warm  water.  The  daylight  of  the  room 
permits  of  a  perfect  examination  of  the  eye.  The  corneal  wound 
is  found  healed  and  the  eye  much  less  congested  than  when  treat¬ 
ed  by  the  old  method  with  heavy  compresses,  a  proof  that  much 
of  the  irritability  of  the  eyes,  as  seen  after  the  usual  method  of 
dressing  cataract  cases,  should  be  charged  to  the  exclusion  of 
light  and  not  to  the  corneal  wound.  When  the  adhesive  plaster 
has  been  removed  on  the  fourth  or  fifth  day  the  newly  exposed 
eye  needs  no  further  protection.  The  eye  not  operated  upon  and 
never  closed  had  all  along  accommodated  itself  to  the  moderate 
light  of  the  sick  chamber,  from  which  only  sunlight  had  been  ex¬ 
cluded  ;  and  the  newly  exposed  eye,  on  account  of  the  previous 
exposure  of  its  companion,  speedily  does  the  same.  In  two  weeks 
after  operation,  the  period  at  which  cataract  patients  usually  leave 
the  hospital,  very  few  need  the  protection  of  smoked  glasses  on  going 
out  upon  the  street.  The  majority  go  out  without  them.  Prior 
to  four  years  ago  every  eye  operated  upon  and  treated  in  the  then 
dark  wards  of  the  hospital  had  to  be  supplied  with  smoked  glasses, 
whish  the  hospital  authorities  purchased  by  the  gross.  On  account 
of  the  change  made  in  the  eye  dressing,  smoked  glasses  are  no 
longer  an  article  of  hospital  purchase. 

In  conclusion,  I  would  say  that  my  experience  of  the  past  four 
years  in  several  hundreds  of  cataract  and  iridectomy  cases  has 
shown  conclusively  to  myself  and  to  a  large  number  of  professional 
friends  who  have  adopted  my  methods  that  the  leaving  of  one 
eye  opeu  for  the  comfort  of  the  patient  in  no  way  detracts  from 
the  final  success  of  the  operation.  Also  that  treatment  in  a  mod¬ 
erately  lighted  room  is  conducive  to  a  more  rapid  convalescence. 
Also  that  freedom  from  restraint  and  the  varied  movements  of  the 
patient  have  in  no  instance  in  my  knowledge  endangered  the  very 
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large  percentage  of  cures  which  we  all  individually  are  carefully 
studying  to  secure.  In  drawing  attention  to  these  radical  changes 
in  the  after  treatment  of  cataract  extractions  and  other  eye  opera¬ 
tions,  I  know  that  I  am  acting  safely  when  I  advise  a  trial  of 
this  new  line  of  treatment,  feeling  assured  that  personal  experi¬ 
ences,  regardless  of  preconceived  theories,  will  lead  to  the  adoption 
of  this  better  and  more  advanced  method  of  treating  cataract 
patients. — Lancet ,  Aug.  80,  1890,  p.  441. 

75.— ON  THE  CAUSES  OF  OPTIC  NEURITIS. 

By  C.  S.  Jeaffreson,  M.D.,  F.R.C.S.,  Senior  Surgeon  to  the 
Newcastle  Infirmary  for  Diseases  of  the  Eye. 

Neuritis  may  result  from  any  coarse  disease  within  the  cranial 
cavity,  but  it  is  much  more  frequent  in  certain  conditions  than  in 
others.  First  of  all,  I  think,  will  come  cerebral  tumours  of  whatever 
kind  or  nature  ;  2,  meningitis  in  all  its  various  forms ;  3,  injuries 
and  accidents ;  4,  cerebritis,  abscess,  and  softening  ;  5,  hydrocepha¬ 
lus  ;  6,  certain  constitutional  conditions,  renal  disease,  glycosuria, 
syphilis,  anaemia,  menstrual  disorders,  and  lead  poisoning. 

First,  then,  a  few  words  upon  optic  neuritis  in  connection  with 
cerebral  tumour.  It  probably  occurs  with  greater  relative 
frequency  with  this  than  with  any  other  form  of  intracranial 
disease,  being  present  in  at  least  75  per  cent,  of  cases.  We  may 
say  that,  generally  speaking,  its  intensity  is  in  a  direct  ratio  with 
the  intensity  of  the  general  symptoms.  Thus,  we  may  meet  with 
some  of  the  mildest,  and,  on  the  other  hand,  some  of  the 
most  marked  and  decided  cases  under  these  conditions.  It  is 
almost  invariably  bilateral,  though  some  few  cases  have  been 
recorded  where  neuritis  was  present  in  one  eye  alone,  and 
that  opposite  to  the  seat  of  the  lesion  found  on  post-mortem 
examination  of  the  brain.  Although  almost  invariably  bilateral,  it 
not  infrequently  commences  in  one  eye,  and  at  times  throughout 
the  disease  it  is  more  marked  in  one  than  in  the  other.  Its 
presence  is  of  considerable  diagnostic  value  in  cases  where 
the  other  symptoms  of  cerebral  tumour  are  obscure,  but  it  has  no 
localising  value.  It  may  be  developed  only  in  a  slight  degree 
when  the  tumour  lies  in  tolerably  close  proximity  to  the  nerve  ;  on 
the  other  hand,  it  may  exist  in  in  its  most  exaggerated  form, 
though  the  tumour  may  be  at  the  greatest  possible  distance,  as  in 
the  cerebellum.  I  think  I  have  noticed  that  it  is  usually  most 
marked  in  those  cases  where  vomiting  is  a  prominent  symptom, 
and  certainly  this  complication  tends  to  exaggerate  it  and  render 
it  more  marked  in  whatever  disease  it  makes  its  appearance. 

One  peculiarity  which  strikes  us  forcibly  is  the  little  influence 
that  this  condition  may  exert  upon  the  visual  functions.  Neuritis 
mav  exist  in  its  most  marked  and  exaggerated  form  without  any 
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complaint  being1  made  of  sight,  and  it  is  probably  for  this 
a’eason  that  it  escapes  notice  in  many  cases  till  a  late  period.  This 
fact  points  to  the  necessity  of  the  ophthalmoscope  being  used 
as  a  matter  of  routine  in  all  cases  of  disease  threatening  the 
cerebro-spinal  centres,  though  its  services  should  not  be  neglected 
in  other  diseases  generally. 

In  meningitis,  neuritis  is  a  very  uncertain  symptom,  according 
to  some,  a  very  frequent  one  according  to  others  ;  but  under  any 
circumstances  it  may  be  said  to  have  this  peculiarity  :  it  usually 
commences  with  more  evident  inflammatory  appearances  than  that 
form  which  accompanies  tumour.  If  the  case  is  watched  ah  initio 
the  tint  of  the  disc  is  generally  seen  to  present,  for  a  period,  signs 
of  active  congestion.  The  redness  may  become  so  marked  as 
to  render  the  nerve  entrance  indistinguishable  by  any  other  signs 
than  the  convergence  of  the  central  vessels,  and  that,  too,  without 
there  being  much  oedema  or  other  evidence  of  inflammatory 
effusion  into  the  disc.  In  cases  of  suspected  meningitis,  an 
ophthalmoscopic  examination  should  never  be  omitted  ;  for 
although  the  negative  evidence  it  may  afford  is  of  comparatively 
little  value,  the  positive  cannot  be  overestimated,  both  as  a  help  to 
treatment  and  prognosis. 

Injuries  to  the  head  are  not  a  very  common  cause  of 
neuritis  unless  they  are  severe  and  attended  with  fracture  in  the 
neighbourhood  of  the  optic  foramen.  When  they  set  up 
basal  meningitis  it  is  not  uncommon,  but  it  is  rare  in  cerebritis. 
W7hen  it  appears  after  injuries  it  usually  assumes  the  congestive  or 
vascular  form  I  have  spoken  of  as  being  connected  with  inflamma¬ 
tion  of  the  meninges.  Rarely  it  assumes  the  ischaemic  form, 
and  this  usually  when  the  injury  has  set  up  some  periostitis  in  the 
neighbourhood  of  the  optic  foramen,  under  which  circum¬ 
stances  the  neuritis  may  be  monocular.  I  lately  had  a  very  good 
illustration  of  this  in  the  wards  of  the  hospital.  A  lad  suffered 
from  all  the  symptoms  of  fracture  of  the  skull  from  a  squeeze 
between  two  tubs  in  a  pit.  Monocular  optic  neuritis  was  well 
marked,  together  with  anaesthesia  of  the  conjunctiva,  from  injury 
of  the  fifth  nerve  on  the  same  side.  The  neuritis  was  very  intense, 
and  of  the  ischaemic  character,  but  owing  to  the  supervention  of 
corneal  changes,  due  to  the  fifth  nerve  injury,  could  not  be 
watched  for  a  sufficiently  long  period  to  ascertain  the  result. 
Hydrocephalus  is  not  unfrequently  attended  with  neuritis.  This 
is  especially  the  case  in  young  infants.  I  think  it  is  mainly  due  to 
dropsy  of  the  nerve  sheaths,  and  may  exist  for  some  time  before 
the  more  obvious  signs  of  hydrocephalus  exhibit  themselves.  It 
not  unfrequently  escapes  observation,  owing  to  the  difficulty  of 
‘examining  young  children  and  the  absence  of  directing  symptoms. 
Atrophy  has  as  a  rule  established  itself  before  attention  is  drawn 
do  the  lowering  of  the  visual  functions. — Lancet,  April  26,  p.  892. 
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76— ON  RHEUMATIC  NEURITIS  AND  NEURO-RETINITIS,. 

By  N.  C.  Macnamara,  F.  R.C.S.,  Surgeon  to  the  Royal 
Westminster  Ophthalmic  Hospital. 

In  a  paper  published  in  the  British  Medical  Journal  of  March 
8th  I  referred  to  the  connection  which  appears  to  exist  between 
optic  neuritis  and  malaria,  my  idea  being  that  whatever  the  nature 
of  the  cause  which  produces  malarial  fever,  it  is  capable  of  fixing 
itself  on  the  tissues  constituting  the  distribution  of  the  second 
nerve,  and  unless  effective  measures  are  taken  to  counteract 
its  poisonous  influence  it  may  lead  to  the  destruction  of  the  optic 
papillae.  I  gave  the  outline  of  four  cases  in  which  both  optic 
papillae  were  simultaneously  affected,  hut  double  optic  neuritis  is 
by  no  means  the  rule  in  instances  of  this  description,  for  I 
have  seen  papillitis  in  several  such  cases  confined  to  one  eye.  The 
course  of  these  cases  of  malarial  monocular  neuritis  bears  a  close 
resemblance  to  those  of  rheumatic  papillitis ;  in  the  one  set  of 
patients  the  inflammation  of  the  peripheral  distribution  of  the 
nerve  commencing  in  a  person  who  for  the  time  is  under  the 
influence  of  the  paludal  poison,  while  in  the  other  he  is  under  the 
influence  of  something  which  causes  rheumatism.  It  is  almost 
unnecessary  to  observe  that  optic  neuritis,  the  result  of  intercranial 
disease,  as  a  rule,  appears  nearly  simultaneously  in  both  eyes.  It 
by  no  means,  however,  follows  that  double  optic  neuritis  is  never 
met  with  unless  in  cerebral  affections ;  in  fact,  as  I  mentioned 
in  my  former  paper,  in  cases  of  malaria,  in  neuritis  connected  witha 
uterine  affections,  and  in  syphilitic  papillitis,  as  well  as  in  Bright’s 
disease,  both  discs  are  commonly  affected.  It  has  been  suggested 
that  the  effusion  and  subsequent  papillitis  of  malaria  might  depend 
on  intercranial  effusion,  or  perhaps  from  heightened  arterial 
tension,  consequent  on  the  ague  fit ;  but,  in  two  out  of  the  four 
cases  referred  to,  the  papillitis  did  not  appear  during  or  immedi¬ 
ately  after  the  ague ;  there  were  no  symptoms  of  effusion  on  the 
brain.  Moreover,  if  the  neuritis  had  depended  on  temporary 
alteration  in  arterial  tension,  it  would  probably  have  cleared  up 
with  the  removal  of  the  cause  which  had  produced  it,  in  place  of 
remaining  for  weeks  after  the  ague  had  disappeared. 

The  following  is  a  well-marked  case  of  rheumatic  papillitis, 
brought  under  treatment  at  an  early  stage  of  the  disease ;  J<  B., 
aged  16,  the  son  of  a  rheumatic  mother,  the  lad  having  himself 
suffered  from  acute  rheumatism  when  he  was  nine  years  old; 
the  attack,  however,  passed  off  without  leaving  any  evidence  of 
cardiac  disease,  and,  although  subject  to  muscular  rheumatism,  the 
lad  had  been  sent  to  school,  and  appears  to  have  enjoyed  good 
health.  On  March  20th,  1889,  he  was  seized  with  violent  pain  in  his 
right  eye,  and,  on  the  following  day,  his  medical  attendant; .finding 
he  was  blind  with  this  eye,  ordered  him  to  be  sent  home  at  once. 

I  was  called  to  see  the  patient  on  the  afternoon  of  the  21st ;  there 
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was  then  only  perception  of  light  in  the  right  eye,  which  was 
extremely  painful.  The  pain  increased  on  pressure,  or  hy  move¬ 
ment  of  the  glohe.  There  was  deep  sclerotic  infection  and  great 
photophobia,  but  no  increased  tension.  Atropine  had  been  applied, 
and  the  pupil  was  dilated  ;  the  optic  disc  was  completely  obscured 
by  dense  effusion,  which  had  extended  into  the  vitreous  and  the 
retina.  The  veins  were  much  congested.  I  ordered  half  an  ounce 
of  salicin  to  be  divided  into  twelve  doses,  one  to  be  taken  every 
three  hours ;  four  grains  of  kydr.  c.  creta  and  five  of  rhubarb,  to  be 
administered  at  bedtime,  and  a  saline  purgative  in  the  morning ; 
low  diet,  and  rest  in  bed.  In  twenty-four  hours  the  pain  in  the 
eye  was  much  relieved,  and  still  more  so  on  the  following  day, 
when  the  dose  of  salicin  was  diminished  by  one-half.  On  March 
29th  the  congestion  of  the  eye  had  almost  disappeared,  and  the  boy 
could  count  fingers  with  right  eye.  J.  B.  continued  steadily  to 
improve,  iodide  of  potassium  having  been  substituted  for  the  salicin, 
the  optic  disc  cleared  although  it  remained  white.  When  I 
last  saw  the  patient,  on  May  4th,  he  could  read  06  of  Snellen  with 
the  right  eye  ;  he  was  then  returning  to  school. 

The  following  case  seems  to  demonstrate  the  importance  of 

prompt  treatment  in  instances  of  rheumatic  papillitis.  Miss - , 

a  robust  young  woman,  who  had  enjoyed  excellent  health ;  she 
belonged  to  a  rheumatic  family ;  her  father,  in  particular,  had 
suffered  much  from  rheumatism.  The  patient  was  seized  with 
persistent  pain  in  the  muscles  of  her  neck  and  left  arm,  which 
lasted  for  some  three  weeks,  and  was  stated  to  be  of  a  rheumatic 
character  by  her  medical  attendant.  Miss - had  hardly  re¬ 

covered  from  this  attack  when,  about  the  middle  of  December,  she 
experienced  great  pain  in  her  right  eye  ;  there  was  much  photo¬ 
phobia,  and  the  pain  was  increased  by  pressure  on,  or  any  move¬ 
ment  of,  the  globe  of  the  eye.  Notwithstanding  these  symptoms 
and  great  impairment  of  vision,  the  patient  for  ten  or  twelve  days 
remained  under  the  treatment  of  a  chemist,  who  prescribed  a 
lotion.  No  improvement  having  taken  place,  Miss— —  then  con¬ 
sulted  her  medical  attendant  (on  January  1st),  and  he  at  once 
pronounced  the  disease  from  which  she  was  suffering  to  be  neuro¬ 
retinitis  ;  he  sent  the  patient  on  to  me.  On  January  3rd  I  found 

that  Miss - could  hardly  distinguish  light  from  darkness  with 

the  right  eye  ;  the  optic  papilla  was  much  swollen  (about  3  D), 
and  its  outlines  were  completely  obscured  ;  the  retinal  veins  were 
much  engorged.  There  was  no  albumen  in  the  urine,  no  trace  of 
hereditary  disease  beyond  the  rheumatism.  The  patient  was 
ordered  salicylate  of  soda  and  iodide  of  potash,  with  careful  diet 
and  saline  purgatives.  The  pain  in  the  eye  and  the  photophobia 
diminished  rapidly  under  this  treatment,  but  the  vision  cleared 
very  slowly,  and  at  the  end  of  two  months  the  patient  could  only 
just  make  out  the  letters  of  Snellen  5  with  the  right  eye  ;  the  optic 
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disc  was  of  a  dead  white  colour.  Although  the  sight  in  this  case 
will  improve,  nevertheless  the  fact  of  acute  neuritis  having  existed 
for  twelve  days  and  upwards  before  she  came  under  treatment 
makes  the  prognosis  serious,  because,  during  that  time,  irreparable 
damage  was  probably  effected  in  the  delicate  structures  concerned. 

It  would  be  easy  to  multiply  cases  of  this  description  from  my 
own  notes  and  from  those  of  other  surgeons,  and  it  is  remarkable 
they  should  have  been  almost  overlooked  until  M.  Parinand  drew 
.attention  to  them  in  his  article  published  in  the  Report  of  the 
French  Ophthalmological  Society  for  January,  1884.  In  the 
majority  of  such  cases  the  patient’s  history  points  to  inherited 
rheumatism,  and  he  has  himself  suffered  from  this  disease  ; 
exposure  to  damp  and  cold  is  generally  described  as  the  direct 
cause  of  the  attack  of  pain  in  the  eye  and  the  loss  of  sight.  The 
pain  in  these  cases  is  stated  by  the  patient  to  be  deep-seated  in  the 
orbit,  and  to  extend  from  thence  over  the  forehead  and  side  of  the 
head ;  it  is  worse  at  night,  and  is  increased  on  pressure  applied 
over  the  globe  of  the  eye ;  dimness  of  vision  and  frequently  total 
loss  of  sight  is  present,  together  with  conjunctivitis  and  sclerotic 
congestion.  The  appearance  of  the  inflamed  papilla  differs  in  no 
respect  from  that  produced  by  malaria  or  other  causes,  and 
although  we  seldom  meet  with  double  rheumatic  papillitis,  it  is 
not  uncommon  to  find  first  one  disc  and  then  the  other  involved  in 
the  disease.  After  the  inflammation  has  passed  away,  although 
the  patient’s  sight  may  be  restored,  the  optic  disc  assumes  a  whiter 
appearance  than  that  of  a  healthy  eye. 

When  discussing  the  subject  of  malarial  neuritis,  I  referred  to  a 
form  of  ulceration  of  the  cornea  described  by  Dr.  Kipp,  Dr.  von 
Millinger,  and  other  authorities ;  and  we  meet  with  affections  of 
the  cornea  which  likewise  appear  to  be  connected  with  rheuma¬ 
tism,  the  ulceration,  like  that  of  malaria,  being  produced  by 
a  fault  in  the  functions  of  the  nerves  supplying  the  cornea.  This 
kind  of  corneal  ulcer  is  described  by  W.  Mackenzie,  in  his  admir¬ 
able  treatise  on  Diseases  of  the  Eye.  He  states  that  among  rheu¬ 
matic  patients,  especially  those  advanced  in  years,  after  exposure 
to  cold  it  is  not  uncommon  to  find  one  of  the  patient’s  eyes  affected 
with  “  a  peculiar  kind  of  ulcer — which  is  apt  to  spread  over  the 
surface  of  the  cornea — at  first  it  looks  as  if  a  portion  of  the  surface 
of  the  cornea  was  loose  and  raised  up,  apparently  through  the 
intervention  of  fluid  ;  the  ulcer  often  cicatrises  without  leaving  any 
opacity,  the  cornea  remaining  merely  irregular,  as  if  part  of  it  had 
been  hacked  off  with  a  lancet;  vision  is  disturbed  by  altered 
refraction.”  In  these  rheumatic  affections  of  the  cornea,  as  in  the 
case  of  neuritis,  we  have  a  history  of  rheumatism  and  of  deep- 
seated  pain,  usually  worse  at  night,  and  increased  by  pressure  or 
by  movement  of  the  globe ;  the  epithelial  layers  of  the  cornea 
became  detached  by  the  effusion  of  fluid  beneath,  which,  as  in 
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herpes,  is  the  result  of  faulty  nerve  action  ;  the  ulcer  extends- 
slowly,  and  if  allowed  to  run  its  course  may  last  for  weeks ;  but 
if  treated  by  salicine,  and  subsequently  with  iodide  of  potassium, 
the  pain  and  other  symptoms  speedily  subside.  The  local  appli¬ 
cation  of  a  solution  of  eserine  to  the  eyes  is  often  of  service 
in  cases  of  this  kind.  The  patient’s  bowels  must  be  kept  freely 
open  and  his  diet  carefully  attended  to.  And  so  in  instances  of 
rheumatic  optic  neuritis,  if  treated  by  the  means  above  referred  to 
the  papillitis  disappears,  and  the  patient  in  all  probability  will 
recover  his  sight ;  on  the  other  hand,  if  neglected,  or  if  the  disease 
in  spite  of  treatment  continues,  atrophy  of  the  optic  papilla  and 
permanent  loss  of  sight  too  often  result.  In  such  a  case  the  other 
eye  will  probably,  sooner  or  later,  be  affected  with  papillitis  of  a 
similar  character. — British  Medical  Journal ,  May  3,  1890,  p.  1007. 


77.— THE  TOPOGRAPHICAL  ANATOMY  OF  THE  MASTOID 

REGION  WITH  SPECIAL  REFERENCE  TO  OPERATION 

IN  THIS  REGION. 

By  A.  E.  Birmingham,  M.B.,  Professor  of  Anatomy  in  the 

Catholic  Universitv,  Dublin. 

This  paper  contains  the  results  of  an  examination  of  one  hundred 
specimens — recent  and  dry — undertaken  with  the  object  of  making 
clear  certain  anatomical  relations  of  the  mastoid  region,  which  are 
of  importance  in  surgical  operations  performed  in  this  region; 
The  following  are  some  of  the  chief  points  upon  which  information 
was  sought : — 1.  The  position  of  the  lateral  sinus,  with  its  varia¬ 
tions  ;  in  every  specimen  the  position  of  the  sinus  was  distinctly 
mapped  out  on  the  exterior  of  the  skull  by  the  following  method : 
holes  were  made  with  a  fine  drill  from  the  inside  through  the  skull, 
along  the  course  of  the  sinus  ;  by  the  aid  of  these  holes  the  sinus 
was  distinctly  mapped  on  the  surface.  2.  The  level  of  the  upper 
surface  of  the  petrous  portion  of  the  temporal,  that  is,  the  level  of 
the  floor  of  the  cranial  cavity  in  the  vicinity  of  the  meatus  ;  this 
was  also  marked  out  on  the  surface  of  each  specimen  by  drilling  as 
in  the  case  of  the  sinus.  3.  It  was  sought  to  find  if  there  were  any 
fixed  spot  on  the  surface,  between  the  meatus  in  front,  the  level  of 
the  cranial  cavity  above,  and  the  line  of  the  lateral  sinus  behind, 
which  corresponded  exactly  to  the  position  of  the  antrum  mastoi- 
deum,  and  at  which  a  drill  might  be  sent  in  with  safety  in  every 
case  to  drain  the  antrum  and  mastoid  cells.  4.  The  anatomy  of 
Mr.  Barker’s  operations  for  temporo-splienoidal  and  cerebellar 
abscess  was  examined,  and  that  of  an  operation  proposed  and 
practised  by  Mr.  Wrheeler,  of  Dublin,  by  -which  he  opens  the  cranial 
cavity  and  antrum  with  one  trephine  hole,  thus  allowing  the 
antrum  to  be  drained  and  the  brain  explored  at  the  same  time.. 
Besides  several  minor  matters  were  examined  and  reported  upon. 
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Some  of  the  results  may  be  briefly  mentioned: — 1.  The  usual 
accounts  of  the  lateral  sinus  which  describe  it  as  running  horizon¬ 
tally  outwards  and  forwards  from  the  occipital  protuberance  to  a 
point  one  inch  behind  the  meatus,  where  it  is  said  to  turn  down 
behind  the  posterior  margin  of  the  mastoid  process,  is  shown  to  be 
inaccurate  ;  as  is  the  statement,  found  in  most  books  on  the  sub¬ 
ject,  that  the  transverse  fissure  (which,  of  course,  corresponds  to  the 
line  of  the  lateral  sinus)  is  marked  on  the  surface  by  the  portion  of 
Reid’s  base  line  behind  the  meatus.  The  sinus  does  not  run  hori¬ 
zontally  forwards  from  the  occipital  protuberance  ;  on  the  contrary, 
it  is  distinctly  arched ;  from  the  region  of  the  protuberance  it 
ascends  gradually  or  rapidly  above  the  base  line  until  it  reaches  a 
point  about  one  inch  and  a  half  behind  and  nearly  three-quarters 
of  an  inch  above  the  centre  of  the  bonv  meatus ;  here  it  bends 
gently  or  sharply,  and  runs  down  in  front  of  the  posterior  margin 
of  the  mastoid  process,  about  half  an  inch  behind  the  meatus  ;  it 
turns  in  to  the  jugular  foramen  at  a  point  about  one  quarter  of  an 
inch  below  the  level  of  the  floor  of  the  meatus.  Its  relation  and 
position  vary  to  a  marked  degree  ;  these  variations  are  pointed  out, 
and  methods  given  for  avoiding  the  sinus  in  all  cases.  2.  It 
is  shown  that  the  floor  of  the  cranium  is  usually  nearly  four- 
sixteenths  of  an  inch  above  the  roof  of  the  meatus,  but  here,  too, 
there  is  considerable  variation,  the  distance  sometimes  is  only  one- 
sixteenth  of  an  inch.  3.  Regarding  the  position  of  the  antrum, 
this  cavity  may  be  always  drained  by  sending  a  quarter-inch  drill 
straight  in,  placing  the  drill  at  such  a  point  that  the  margin  of  the 
hole  which  it  makes  shall  lie  as  near  as  possible  to  the  posterior 
margin  of  the  meatus,  and  immediately  beneath — or  just  up  to — 
a  line  drawn  horizontally  backwards  through  the  extreme  upper 
border  of  the  meatus.  In  a  very  few  cases  the  drill  enters,  not  the 
antrum  itself,  but  some  of  the  cells  opening  directly  into  it,  which 
will  be  just  as  effective  as  opening  the  antrum  direct.  In  almost 
every  case  the  drill  used  may  be  one-third  of  an  inch  in  diameter  ; 
but,  if  a  larger  instrument  be  used,  there  will  be  danger,  in  a  con¬ 
siderable  number  of  cases,  of  opening  into  either  the  lateral  sinus 
or  cranial  cavity.  4.  It  was  found  that  in  about  15  per  cent,  of 
cases,  if  a  three-fourth  inch  trephine  were  applied  at  the  point 
indicated  by  Mr.  Barker  for  trephining  in  temporo-sphenoidal 
abscess,  the  lateral  sinus  would  either  be  exposed  in  the  opening  or 
would  run  along  its  margin.  It  is  suggested  that  a  point  half  an 
inch  higher  should  be  selected.  The  site  selected  for  trephining 
in  cerebellar  disease  is  safe  as  regards  the  lateral  sinus ;  but  occa¬ 
sionally  the  trunk  of  the  occipital  artery  would  be  injured  where 
it  lies  in  the  groove  on  the  temporal,  besides  the  bone  at  this  point 
is  thickly  covered.  A  point  two  inches  behind  the  centre  of  the 
meatus  and  one  inch  below  the  base  line  would  give  a  site  more 
superficial,  and  safe  from  sinus  and  artery.  Mr.  Wheeler’s  opera- 
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tion,  if  certain  precautions  be  taken,  will  in  the  majority  of  cases 
afford  a  means  of  draining  the  mastoid  cells  and  exploring  the 
brain ;  but  sometimes  the  antrum  cannot  be  reached  through  the 
opening,  owing  to  the  low  level  of  the  upper  surface  of  the  petrosa. 
Amongst  the  minor  details,  a  case  of  solid  mastoid  with  entire 
absence  of  antrum  is  recorded  ;  the  varying  distance  of  the  lateral 
sinus  from  the  back  of  the  meatus  and  from  the  surface  of  the  skull 
behind  the  ear  is  given.  It  is  pointed  out  that  occasionally 
the  sinus  is  only  one-twelfth  of  an  inch  from  the  surface,  and  the 
danger  of  incautious  perforating  at  this  part  is  dwelt  upon.  A 
point  is  given  at  which  the  sinus  may  always  be  reached  by 
trephining.  The  position  of  parts  represented  on  the  upper  surface 
of  the  petrosa  is  described,  some  inaccuracies  frequently  found  in 
descriptions  of  this  part  are  pointed  out,  and  some  observations 
upon  the  relations  of  the  base  line  and  upon  the  anatomy  of  the 
.antrum  itself  are  recorded- — British  Medical  Journal ,  Sept.  20, 
1890,  p.  683. 


78.— ON  THE  TREATMENT  OF  SUPPURATIVE  INFLAMMA¬ 
TION  OF  THE  MASTOID  PROCESS  ASSOCIATED  WITH 
DISEASE  OF  THE  MIDDLE  EAR. 

By  W.  Arbuthnot  Lane,  M.S.,  F.R.C.S.,  Assistant  Surgeon  to 

Guy’s  Hospital,  London. 

My  object  in  writing  this  short  paper  is  to  advocate  no  very  novel 
mode  of  treatment,  but  to  illustrate  by  a  few  cases  the  advantage 
of  adopting  as  early  as  possible  such  radical  surgical  measures  as  not 
only  remove  the  patient  from  the  risk  of  septic  infection  and 
intracranial  suppuration,  and  prevent  the  possibility  of  a  recur¬ 
rence  of  the  inflammation  in  or  about  the  mastoid  process,  but 
also  serve  to  cure  the  inflammation  which  has  become  chronic 
in  the  middle  ear  and  probably  influenced  the  function  of  the  in¬ 
ternal  ear,  and  in  a  very  considerable  proportion  of  cases  to 
restore  to  the  patient  an  amount  of  hearing  power  so  great 
as  to  render  any  deficiency  imperceptible  to  a  non-professional 
observer.  This  last  advantage  has  impressed  me  very  greatly, 
imbued  as  I  was  with  the  belief  that  the  presence  of  the  small 
bones  of  the  middle  ear  and  the  membrana  tympani  were  necessary 
for  fairly  acute  hearing.  Over  and  over  again,  as  the  following 
cases  will  show,  patients  have,  after  the  removal  of  the  mastoid 
antrum  and  the  contents  of  the  middle  ear  and  the  subsidence  of 
the  inflammation,  recovered  very  good  hearing  power.  These  cases 
will  also  serve  to  illustrate  the  frequent  presence  of  a  large  antral 
cavity  in  such  as  suffer  from  chronic  abundant  middle  ear  dis¬ 
charges,  and  especially  when  associated  with  inflammation  of 
the  mastoid  process. 

Given  a  large  antrum  filled  with  foul  caseous  and  purulent. 
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material,  and  discharging-  its  overflow  of  extremely  irritating’ 
material  into  the  sensitive  mucous  lining  of  the  middle  ear,  it 
is  perfectly  obvious  that  this  condition  cannot  subside  or  disappear 
if  left  to  Nature,  while  its  presence  is  not  only  a  source  of  great 
danger  to  the  life  of  the  individual,  but  also  to  the  integrity 
of  the  internal  ear.  This  antral  cavity,  when  well  developed,  is 
of  considerable  size,  and  is  in  immediate  relation  with  the  posterior 
and  middle  fossae  of  the  skull,  the  lateral  sinus,  the  middle  ear, 
the  external  auditory  meatus,  and  the  outer  surface  of  the  skull,  in 
all  of  which  directions  pus  may  make  its  way  through  an 
aperture  in  the  bony  wall  of  the  cavity,  or  it  may  determine  the 
development  of  an  acute  suppurative  periostitis  between  the  car¬ 
tilage  of  the  auditory  meatus  and  the  bone  or  over  the  outer 
aspect  of  the  process,  or  between  the  dura  mater  and  bone  in  the 
middle  or  posterior  fossa,  and  associated  or  not  with  the  last 
it  may  produce  thrombosis  of  the  lateral  sinuses.  I  am  convinced 
that  it  is  this  antral  distension  which  forms  the  chief  source  of 
the  above,  and  that  it  is  comparatively  rarely  that  the  penning  up 
of  pus  in  the  middle  ear  is  the  chief  factor,  for  the  reason  that  the 
external  auditory  meatus  is  not  easily  completely  occluded. 

The  mastoid  antrum  varies  within  very  wide  limits,  not  only  in 
form  and  size,  but  in  its  relation  to  adjoining  surfaces.  It  would 
appear,  as  one  would  expect,  that  suppuration  in  and  about  the 
mastoid  process  takes  place  more  readily  in  such  subjects  as  have 
well-developed  antral  cavities,  and  this  is  especially  the  case  in 
those  who  are  affected  by  recurrent  attacks  of  inflammation. 
Pathologists  appear  to  be  unaware  of  the  importance  and  the 
anatomy  of  the  mastoid  antrum.  How  rarely  does  one  see  its  con¬ 
dition  described  in  the  record  of  a  fatal  case  of  intracranial 
mischief.  Usually  the  observer  is  satisfied  with  opening  the  roof 
of  the  middle  ear  and  finding  pus,  or  with  exposing  the  mastoid 
cells  in  the  apex  of  the  process.  My  experience  would  lead  me  to 
conclude  that  the  antrum  is  a  much  greater  source  of  danger  to  the 
cranial  contents  than  are  the  mastoid  cells. 

As  I  have  already  stated,  by  no  means  the  least  advantage 
of  the  operation  to  the  patient  is  the  opportunity  it  gives  of  remov¬ 
ing  a  cul-de-sac,  which  without  operation  could  never  be  drained, 
and  without  the  removal  of  whose  foul  and  irritating  contents  the 
inflammation  of  the  middle  ear,  and  the  absence  of  function  of  the 
internal  ear,  could  never  be  removed.  It  also  enables  the  middle 
ear  to  be  flushed  by  a  thorough  stream  frequently,  its  secretions  to 
be  removed,  and  its  inflammation  to  disappear. 

I  feel  so  strongly  that  the  overflow  from  a  foul  distended  mas¬ 
toid  antrum  is  so  frequently  the  cause  of  a  chronic  inflammation  of 
and  an  abundant  foul  discharge  from  the  middle  ear,  that  if  I  find 
such  discharge  associated  with  a  history  of  pain  or  tenderness 
about  the  mastoid  process,  I  do  not  hesitate  to  open  up  the  mastoid 
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antrum  and  establish  a  thorough  drainage  for  perfect  irrigation. 
As  regards  the  operation,  I  think  no  instrument  is  so  safe  as 
a  sharp  gouge.  The  great  variation  in  the  form  and  position 
of  the  antral  cavity  and  the  vicinity  of  the  lateral  sinus  makes  the 
trephine  a  most  dangerous  instrument  for  this  purpose,  and  I 
think  it  should  never  he  used.  With  a  gouge  one  can  remove 
a  layer  of  hone  of  extreme  .thinness,  and  by  means  of  this  instru¬ 
ment,  with  moderate  skill,  it  is  impossible  to  do  any  harm. 

The  chief  difficulty  in  this  operation  consists  in  establishing 
a  communication  of  sufficient  calibre  between  the  middle  ear  and 
the  antrum  (should,  as  is  usually  the  case,  the  communication 
be  insufficient),  and  in  doing  this  great  care  must  be  exercised 
in  avoiding  any  damage  to  the  facial  nerve  and  to  the  inner  wall 
of  the  tympanum.  I  have  as  yet  avoided  any  injury  to  these  struc¬ 
tures,  though  it  is  obvious  that  the  risk  is  a  considerable  one.  The 
most  moderate  care  would  render  it  impossible  to  injure  the  lateral 
sinus,  though  remembering  the  great  variations  in  the  antrum  one 
cannot  be  too  careful  in  the  gradual  removal  of  bone. 

If  there  is  any  suspicion  of  intracranial  mischief,  the  subdural 
spaces  of  the  middle  and  posterior  fossae,  any  portion  of  the  brain 
likely  to  present  suppuration  in  consequence  of  disease  of  the  ear, 
and  the  lateral  sinus  can  be  thoroughly  explored  through  the 
limited  surface  of  bone  exposed,  which  need  not  exceed  an  area 
larger  than  a  half  crown. 

H.  V.,  a  boy,  aged  12 1  years,  had  foul  discharge  from  the  right 
ear  for  more  than  four  years.  Some  months  ago  an  abscess  formed 
behind  the  right  ear  and  burst.  It  healed  up,  but  the  place  has 
been  tender  since.  The  discharge  from  the  meatus  became  more 
foul  and  profuse.  He  was  admitted  under  my  care  on  August  7th, 
1889,  with  great  pain  and  tenderness  on  the  right  side  of  the  head, 
and  especially  about  the  mastoid  process,  over  which  the  skin 
was  red  and  inflamed  and  fluctuating.  Temperature  102°.  There 
was  a  profuse  discharge  from  the  meatus,  and  the  boy  appeared  to 
be  quite  deaf  in  this  ear.  He  stated  that  this  deafness  had  been 
noticed  for  some  time.  The  same  day  the  boy  was  put  under 
chloroform  and  the  middle  ear  examined.  The  membrana  tympani 
was  almost  absent.  The  soft  parts  were  raised  from  the  mastoid 
process,  which  was  bathed  in  foul  pus  wffiich  continued  to  escape 
from  a  minute  aperture  in  the  bone  situated  about  half  an  inch 
behind  and  a  little  above  the  external  meatus.  On  removing 
a  thin  layer  of  bone  which  formed  the  whole  outer  wall  of 
the  antrum,  into  which  the  minute  aperture  opened,  together 
with  its  foul  caseous  contents  bathed  in  pus,  the  cavity  was  found 
to  be  about  the  size  and  shape  of  a  large  cherry.  A  channel  of 
suitable  calibre  was  then  cut  from  the  antrum  into  the  middle  ear, 
which  was  then  carefully  scoured  out.  A  perforated  silver 
drainage  tube,  capped  with  rubber  externally  to  prevent  an  irrita- 
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tion  of  the  external  ear,  was  fixed  in  what  was  the  antral  cavity, 
and  the  middle  ear  was  irrigated  several  times  during  the  day  with 
a  through  current  of  lotion.  As  the  antrum  was  a  large  one,  in 
order  to  allow  it  to  fill  up  from  the  bottom  the  tube  was  not 
removed  till  February,  1890,  and  within  a  week  the  sinus  which 
it  occupied  closed.  There  was  then  no  discharge  from  the  meatus, 
in  which  the  lad  wore  one  of  Dr.  Ward  Cousins’s  artificial  drums, 
which  improved  his  hearing  considerably,  while  it  prevented  cold 
air  from  entering.  He  could  hear  a  low  conversation  readily  and 
a  watch  ticking  at  a  distance  of  three  inches. 

G.  V.,  boy,  aged  3  years,  had  a  foul  purulent  discharge  from  the 
right  ear  for  the  last  year.  A  month  ago  a  swelling  formed  and 
burst  behind  the  right  ear.  This  had  continued  to  discharge  since. 
He  was  admitted  under  my  care  on  October  2nd,  1889.  There 
was  offensive  discharge  from  the  meatus  and  from  the  sinus.  The 
child  was  apparently  deaf  in  that  ear.  On  exposing  the  mastoid 
process  a  minute  aperture  in  the  bone  was  seen  situated  a  little 
behind  the  meatus,  and  corresponding  in  level  to  its  upper  border ; 
it  led  into  a  cavitv  of  considerable  size.  The  whole  outer  wall  of 
this  cavity  was  completely  removed  with  a  gouge,  and  it  was 
then  found  to  be  filled  with  foul  smelling  caseous  material.  It 
was  a  smooth  walled  cavity,  as  in  the  last  case,  and  about  the  size 
of  a  small  marble.  As  there  was  not  a  sufficient  communication* 
with  the  middle  ear,  a  channel  was  cut  into  the  latter  cavity, 
which  was  then  thoroughly  cleaned  out.  A  perforated  silver  tube 
was  then  fixed  into  the  floor  of  the  antral  cavity,  and  frequent 
irrigation  was  pursued.  The  child  left  the  hospital  on  November 
20th  with  only  a  very  slight  discharge.  When  seen  last,  on  February 
15th,  1890,  he  could  hear  ordinary  conversation  with  his  right  ear, 
and  had  for  some  considerable  time  ceased  to  have  the  slightest 
discharge  from  the  meatus,  or  from  the  sinus  "left  by  the  tube.  This 
had  closed  a  few  days  after  the  tube  was  removed. 

W.  A.,  boy,  aged  9  years,  for  two  years  has  suffered  with  otorrhoea 
and  pain  in  the  right  ear  with  exacerbations,  accompanied  with  pain 
and  swelling  behind  the  right  ear.  At  times  he  was  “light  headed  ” 
with  the  pain  and  fever.  On  September  22nd  he  had  an  unusually 
severe  attack,  and  on  the  28th  he  was  admitted  under  my  care. 
There  was  an  extensive  fluctuating  swelling  covering  the  right 
mastoid  process,  and  extending  for  two  inches  around.  There  was 
very  little  discharge  from  the  meatus,  which  was  swollen.  The 
cervical  glands  on  the  right  side  were  swollen  and  tender.  The  ear 
was  apparently  quite  deaf.  There  was  much  headache,  especially 
on  the  right  side ;  no  optic  neuritis.  The  mastoid  process  was  freely 
exposed,  and  a  quantity  of  foul  pus  evacuated.  It  was  apparent 
that  the  pus  had  escaped  between  the  cartilage  of  the  meatus  and 
the  bone.  The  antrum  was  exposed  fully  with  the  gouge,  and  a 
cavity  more  than  half  an  inch  in  diameter,  and  filled  tensely  with 
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foul  smelling  caseous  material  and  pus  was  exposed.  A  small 
channel  was  then  cut  into  the  middle  ear,  which  was  also  found 
to  contain  cheesy  material.  This  was  removed,  and  the  cavity 
cleared  out.  A  silver  tube  was  fixed  in  the  antral  cavity,  and 
daily  irrigation  pursued.  On  the  third  day  after  the  operation, 
some  paresis  of  the  right  facial  muscles  was  observed.  This  became 
more  marked,  then  subsided  and  disappeared  within  ten  days  of  its 
onset.  It  was  obviously  due  to  inflammation  set  up  by  the  opera¬ 
tion,  and  not  to  any  injury  of  the  facial  nerve  in  the  bone.  On 
November  3rd  the  boy  left  the  hospital  wearing  the  tube,  and  with 
only  such  discharge  from  it  as  would  be  caused  by  the  irritation  of 
its  presence.  When  last  seen  on  February  18th  the  boy  could  hear 
ordinary  conversation  with  his  damaged  ear.  The  father  said  : 
“  He  is  now  a  different  boy,  and  is  not  stupid  as  he  used  to  be 
before  the  operation.”  There  was  no  trace  of  the  facial  paralysis. 

As  an  instance  of  the  less  frequent  condition  of  mastoid  suppura¬ 
tion,  where  there  is  no  definite  antrum  but  a  larger  number  of 
mastoid  cells  extending  upwards  beyond  their  usual  limit  and  filled 
with  foul  pus,  I  would  quote  the  following  case,  but  before  doing 
so  I  would  point  out  that  in  mastoid  suppuration  the  mastoid  cells 
may  be  perfectly  free  of  pus,  while  the  antral  cavity  is  filled  with 
it  in  its  foulest  condition.  On  more  than  one  occasion  I  have,  on 
finding  the  mastoid  cells  apparently  healthy,  felt  disinclined  to 
proceed  further,  but  in  these  cases  a  more  extended  operation  was 
rewarded  with  complete  success. 

R.  W.,  boy,  aged  3^  years,  had  a  discharge  from  the  left  ear 
-since  teething.  On  September  4th,  1889,  the  child  was  attacked 
with  pain  and  swelling  behind  the  affected  ear,  and  on  the  10th  he 
was  admitted  under  my  care,  with  a  large  fluctuating  swelling 
covering  the  mastoid  process  and  extending  around  it.  The  mastoid 
process  being  freely  exposed  and  much  pus  evacuated,  it  was  obvious 
that  the  pus  had  escaped  from  between  the  mastoid  process  and  the 
cartilage  of  the  meatus.  A  probe  passed  between  the  mastoid  process 
and  the  cartilage  of  the  meatus  did  not  enter  the  middle  ear.  The 
membrana  tympani  was  practically  absent,  and  there  was  no  obstacle 
to  the  free  escape  of  pus  through  the  meatus.  On  removing  the  outer 
wall  of  the  mastoid  process  many  small  cavities  were  exposed. 
They  were  tensely  filled  with  foul  pus,  which  welled  out  freely  from 
them.  These  spaces  were  completely  removed  with  a  gouge  and 
sharp  spoon.  No  definite  antral  cavity  was  found.  A  channel  was 
cut  into  the  middle  ear,  which  was  cleared  of  its  contents,  and  a 
silver  tube  was  inserted.  Frequent  irrigation  was  adopted,  and  the 
child  left  the  hospital  on  September  24th  with  a  very  slight  dis¬ 
charge  from  the  meatus.  When  last  seen  on  February  loth  the  child 
had  long  ceased  to  have  the  slightest  discharge,  and  could  hear 
with  his  left  ear  ordinary  conversation  without  any  apparent 
difficulty. — British  Medical  Journal,  March  29,  1890,  p.  707. 
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79.— ON  THE  TREATMENT  OF  LABYRINTHINE  DEAFNESS 
BY  THE  INJECTION  OF  PILOCARPIN. 

By  George  P.  Field,  M.R.C.S.,  Aural  Surgeon  to  St.  Mary's 

Hospital,  London. 

In  a  previous  communication  J  detailed  tlie  results  which  I  had 
obtained  by  the  injection  of  pilocarpin  subcutaneously  in  cases  of 
labyrinthine  and  apparently  incurable  deafness.  I  wish  now  to 
give  an  account  of  my  further  and  more  extended  experience  of 
this  treatment.  The  cases  in  which  I  have  found  the  greatest 
benefit  to  accrue  are  those  in  which  bone  conduction  had  entirely 
or  almost  entirely  disappeared,  where,  too,  in  the  majority  of  in¬ 
stances,  the  influence  of  middle  ear  disease  was  subordinate  to  that 
of  the  labyrinth.  The  treatment  has,  it  is  true,  appeared  to  be 
beneficial  in  some  cases  of  middle  ear  deafness,  but  not  to  by  any 
means  the  same  extent  as  in  disease  of  the  internal  ear. 

After  the  favourable  results  obtained  one  is  forced  to  inquire 
how  these  results  can  be  brought  about,  and  a  correct  appreciation 
of  its  rationale  would  doubtless  lead  us  to  an  understanding  of 
why  it  is  beneficial  in  some  cases  and  of  little  a\  ail  in  others.  It 
is  advisable  in  the  first  place  to  inquire  into  the  pathology  of 
labyrinthine  deafness.  The  absence  of  bone  conduction  would 
point  to  some  condition  which  prevents  the  terminal  fibres  of  the 
auditory  nerve  from  being  acted  upon  by  the  acoustic  vibrations. 
With  very  few  exceptions,  such  as,  for  instance,  in  some  cases  of 
Meniere’s  disease  and  in  locomotor  ataxy,  this  condition  is  essen¬ 
tially  inflammatory  in  its  origin.  Primary  inflammation  of  the 
labyrinth  is  exceedingly  rare,  so  far  as  pathological  observation 
has  gone.  In  one  case,  recorded  by  Schwartze,  suppuration  of 
the  labyrinth,  independent  of  any  affection  of  the  middle  ear,  led 
to  suppurative  meningitis.  Politzer,  too,  has  recorded  a  case 
where,  the  middle  ear  being  normal,  inflammation  of  the  labyrinth 
caused  new  bone-formation  from  the  periosteum,  which  completely 
filled  up  the  cavity.  In  by  far  the  majority  of  cases,  however,  the 
labyrinthine  disease  is  secondary,  and  although  a  few  cases  have 
been  reported  where  inflammation  has  extended  from  cerebral 
meningitis  along  the  sheath  of  the  auditory  nerve  or  through  the 
aqueductus  cochleae  to  the  labyrinth,  yet  usually  the  primary  seat 
of  the  inflammation  is  the  middle  ear,  which  is  so  often  affected  in 
the  specific  fevers. 

The  early  stages  of  this  affection  as  it  attacks  the  labyrinth  are 
evidenced  anatomically  by  congestion,  small  cell  infiltration  and 
sometimes  by  suppuration  and  complete  destruction  of  its  mem¬ 
brane.  The  inflammation  may  spread  along  the  sheath  of  the 
auditory  nerve  and  so  reach  the  cranial  cavity,  but  more  commonly 
and  fortunately  the  inflammatory  process  is  limited  to  the  laby¬ 
rinth  itself.  Here  at  times  the  inflammatory  material  undergoes 
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further  changes.  The  cavity  of  the  labyrinth  becomes  filled  with 
a  fatty  or  cheesy  mass,  containing  granular  and  sometimes  cal¬ 
careous  matter,  pigment,  and  crystals  of  cholesterine ;  bands  of 
fibrous  tissue  may  stretch  from  wall  to  wall,  and  the  bony  walls 
become  thickened  as  the  result  of  the  inflammation  of  their  perios¬ 
teum.  The  membrane  of  the  labyrinth  may  be  absolutely 
destroyed,  and  with  it  the  nerve  endings  spread  upon  it  are 
degenerated  and  atrophied.  More  commonly  the  membrane  is 
thickened  by  overgrowth  of  fibrous  tissue,  and  this  presses  on  the 
nerve  endings  and  paralyses  their  action.  The  accumulation  of 
these  inflammatory  products  in  so  confined  a  space  necessarily 
causes  more  or  less  disappearance  of  the  perilymph  and  endolymph. 
The  course  of  the  inflammation,  it  appears  then,  is  that  which  an 
inflammation  may  pursue  in  other  parts,  its  results  being  dependent 
upon  its  severity  and  upon  the  delicacy  and  complexity  of  the 
organ  in  which  it  has  occurred.  Nor  would  it  appear  that  the 
cause  of  the  inflammation  has  much  influence  upon  its  pathological 
results.  Syphilitic  affections  of  the  labyrinth,  in  which  Politzer  first 
found  the  pilocarpin  treatment  of  benefit,  cause  practically  the 
same  pathological  appearances,  although  it  may  be  mentioned 
that  Moos  and  Steinbriigge  have  described  a  case  in  which  a  true 
gumma  had  formed  in  the  periosteum  of  the  labyrinth. 

Such,  then,  is  the  condition  which  causes  labyrinthine  deafness, 
and  it  can  readily  be  understood  that  it  is  not  promising  to  ordinary 
methods  of  treatment.  Yet  it  is  in  many  of  just  such  cases  that 
I  have  found  the  subcutaneous  injection  of  pilocarpin  to  give  great 
relief,  and  in  not  a  few  instances  to  lead  to  what  is  for  practical 
purposes  a  cure.  How  this  is  brought  about  is  for  the  present  at 
least  incapable  of  proof,  but  the  surmise  I  would  venture  to  put 
forward,  and  it  would  appear  to  me  to  be  at  least  plausible,  is 
the  following. 

Referring  to  Dr.  Lauder  Brunton’s  Textbook  of  Pharmacology, 
we  find  that  pilocarpin  increases  all  the  secretions  of  the  body, 
except  the  bile,  and  this  it  does  by  stimulating  the  secretory 
nerve  fibres.  I  notice  especially  that  wax,  the  secretion  of  the 
outer  ear,  is  increased  by  it,  and  I  may  mention  in  passing  that  in 
all  these  cases  of  labyrinthine  deafness  wax  is  usually  absent  in 
the  ears.  It  would  appear  not  improbable,  therefore,  that  the 
secretion  of  the  inner  ear  should  also  be  promoted  by  the  injec¬ 
tions,  seeing  that  the  action  of  all  the  mucous  membranes  of  the 
body  is  stimulated.  The  softening  of  the  inflammatory  accumu¬ 
lations  which  would  result  therefrom  would  greatly  facilitate 
their  removal  by  the  absorbents,  and  even  if  it  did  not  cause  their 
absolute  disappearance,  would  so  far  relieve  the  pressure  upon  the 
auditory  nerve  endings  as  to  allow  of  a  resumption  of  their 
function.  If  the  membrane  of  the  labyrinth  had  been  destroyed 
entirely  no  secretion  could  take  place.  Again,  no  improvement 
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could  be  expected  from  such  treatment  if  bony  hypertrophy  had 
occurred.  We  know  that  in  peripheral  neuritis,  as  it  occurs  in 
other  parts  of  the  body,  recovery  of  the  function  of  the  nerve  may 
take  place  even  after  a  considerable  lapse  of  time,  and  where  the 
auditory  nerve  endings  are  functionally  hindered  by  the  pressure 
of  surrounding  exudation,  it  may  well  be  that  improvement  may 
follow  from  the  removal  of  the  exudation.  Where,  however,  pro¬ 
nounced  atrophy  of  the  nerve  tissue  has  established  itself — and 
this  has  been  found  in  the  labyrinthine  deafness  which  is  the 
result  of  locomotor  ataxy,  as  well  as  in  that  of  inflammatory 
origin — no  treatment  can  be  of  any  avail.  We  have  no  means  at 
present  by  which  we  can  judge  of  the  presence  of  these  unfavour¬ 
able  conditions,  and  I  think  it  probable  that  to  this  cause  may  be 
attributed  some  of  the  abortive  results  of  the  pilocarpin  injections. 
In  a  large  number  of  instances,  however,  the  results  obtained  have 
been  most  gratifying,  and  I  venture,  therefore,  to  record  my  ex¬ 
perience  of  what  I  believe  to  be  a  valuable  method  of  treatment. 

In  middle  ear  disease  pathological  observations  have  shown  that 
fibrous  adhesions,  cicatricial  contraction  of  the  mucous  membrane, 
and  ankylosis  of  the  ossicles  are  the  most  frequent  results  of  in¬ 
flammation,  and  these  are  not  so  likely  to  be  benefited  by  the 
secretory  action  of  the  pilocarpin  as  is  the  accumulation  of  inflam¬ 
matory  debris ,  which  is  oftener  the  cause  of  labyrinthine  deafness. 
— British  Medical  Journal,  May  17,  1890,  p.  1125. 

[This  paper  concludes  with  the  short  histories  of  seventeen 
cases  in  which  the  use  of  pilocarpin  was  almost  without  exception 
followed  by  gratifying  improvement.] 


80.— AN  UNRECOGNIZED  LESION  OF  THE  LABYRINTH. 

By  Alexander  Ogston,  M.D.,  Regius  Professor  of  Surgery  in 

Aberdeen  University. 

It  has  chanced  that  circumstances  have  directed  a  considerable 
amount  of  my  attention  to  affections  of  the  labyrinth,  and  that  I 
have  been  fortunate  in  being  able  minutely  to  study  some  conditions 
which  have  not,  so  far  as  I  am  aware,  been  attended  to  or  inves¬ 
tigated  hitherto.  Among  elderly  or  middle-aged  persons,  known 
to  possess  gouty  or  chronic  rheumatic  tendencies,  or  in  whom,  from 
their  occupation  and  mode  of  life,  these  conditions  may  be  assumed 
as  probably  existing,  attacks  of  what  I  may  call  serious  effusion 
into  the  labyrinth,  with  increased  intra-labyrinthine  pressure — a 
process  analogous,  in  fact,  to  glaucoma  of  the  eyeball — are,  if  I  am 
not  mistaken,  neither  uncommon  nor  unimportant. 

The  individual  usually  observes  that  some  morning,  without  any 
observable  cause,  he  suffers  from  the  feeling  of  tension  in  one  ear. 
The  feeling  is  peculiar.  It  gives  the  sensation  of  being  produced 
by  a  small  cause,  like  a  drop  of  fluid,  and  is  felt  deep  in  the  ear,. 
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seemingly  an  inch  and  a  half  from  the  meatus,  towards  the  centre 
of  the  base  of  the  skull.  Generally  the  patient  imagines  that  both 
ears  suffer,  but  one  much  more  than  the  other,  so  that,  while  a  little 
observation  convinces  him  that  one  ear  is  much  the  worse  of  the 
two,  he  feels  as  if  the  other  were  affected  in  the  same  manner,  but 
to  a  lesser  degree.  This  may  be  due  to  sympathy  between  the  two 
sides.  The  discomfort  usually  rapidly  augments  during  the  first 
six  or  eight  hours  that  follow  the  onset,  the  sense  of  distension 
becomes  severe,  even  alarming,  and  so  engrosses  the  patient/s  atten¬ 
tion  that  it  unfits  him  for  work  or  society,  and  renders  him  anxious, 
preoccupied,  and  desponding.  Ooincidently  the  following  additional 
symptoms  are  observed — viz.,  deafness  to  sounds  and  noises  in  the 
ear.  The  hearing  is  impaired,  as  if  the  ear  were  closed  by  wax  or 
a  plug  of  cotton  wool.  When  the  range  of  hearing  is  tested  it  is 
found  that  a  watch,  heard  by  the  good  ear  at  twenty-five  feet,  is 
now  audible  on  the  affected  side  at  a  distance  of  only  two  feet,  or 
perhaps  even  six  inches  or  less,  a  loss  of  from  eleven-twelfths  to 
forty-nine-fiftieths  of  the  power  of  hearing.  The  voice,  as  is  usual 
in  deafness,  is  better  heard,  and  is  not  so  accurate  a  means  of  test¬ 
ing  the  diminished  sensation.  This  deafness  gives  rise  to  a  singular 
phenomenon  in  the  region  of  the  external  auditory  meatus.  When 
in  a  normal  ear  the  finger  is  brought  into  contact  with  the  skin 
around  the  meatus  the  individual  both  feels  and  hears  the  contact. 
If  the  deafness  described  is  present,  the  contact  of  the  finger  is  felt 
as  usual,  but  is  not  so  distinctly  heard ,  and  hence  for  three-quarters 
of  an  inch  in  front  of  and  below  the  meatus,  and  over  nearly  the 
whole  pinna,  when  the  finger  is  rubbed  gently  so  as  to  stir  the  fine 
hairs  and  the  skin,  the  patient  feels  as  if  the  part  touched  were 
benumbed  in  marked  contrast  to  the  sound  ear,  where  the  usual 
familiar  sensation  is  perceived.  The  numbness  described  is  not  a 
symptom  peculiar  to  disease  of  the  labyrinth,  as  anything  that 
interferes  with  the  conduction  of  sound  to  the  internal  ear  will 
equally  produce  it.  It  can  be  caused  by  plugging  the  external 
auditory  meatus  pretty  firmly  with  cotton  wool,  and  it  may  also 
exist  where  unusually  large  collections  of  cerumen  block  it  up.  It 
will  not  be  well  made  out,  however,  in  any  condition  unless  the 
interference  with  hearing  be  considerable,  and  hence  it  is  slightly 
marked  or  absent  during  the  milder  attacks  of  effusion  into  the 
labyrinth,  and  also  in  the  severer  attacks  when  the  great  degree  of 
deafness  accompanying  their  early  stages  is  passing  away.  The 
noises  in  the  ear  are  especially  prominent  in  a  first  attack,  and  vary 
almost  infinitely  both  as  to  quality  and  degree.  They  are  continually 
altering  during  the  progress  of  the  disease,  as  it  improves  or  becomes 
worse  changing  from  day  to  day,  and  even  from  hour  to  hour. 
During  the  first  day  or  two  they  are  worst  and  loudest,  often 
assuming  the  form  of  deep  cathedral  bells  struck  close  to  the  ear, 
and  the  vibration  of  every  stroke  is  felt,  as  it  were,  shaking  the 
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labyrinth  and  causing  a  sense  of  discomfort  approaching  that  of 
acute  pain.  Or  the  tinnitus  may,  at  other  times  or  in  other  cases, 
he  continuous,  producing  exactly  the  sensation  experienced  when 
one  stands  in  the  close  vicinity  of  a  circular  saw  cutting  through  a 
log  of  wood.  This  particular  form  is  the  one  most  irksome  to  the 
patient.  Or  a  sound  like  that  of  the  sea  may  be  present,  particularly 
in  the  milder  cases,  in  subsequent  attacks  or  in  the  first  attacks 
after  the  louder  sounds  have  passed  off.  The  continuous  roar,  surg¬ 
ing,  or  hum  that  is  felt  is  exactly  like  that  perceived  on  covering 
the  ear  with  a  shell.  It  is  steady,  continuous,  and  unintermitting, 
without  waves  of  increase  or  decrease.  This  is  a  form  of  which 
patients  do  not  complain  much.  Lastly,  it  may  resemble  minute 
bells.  This  is  generally  the  case  during  improvement  or  in  sub¬ 
sequent  attacks,  and  is  particularly  noticed  if  the  patient  should 
chance  to  go  into  some  quiet  room  where  great  stillness  reigns, 
when  he  seems  to  hear  the  ringing  of  a  fine  silver}^  metallic  bell 
struck  with  great  rapidity,  like  a  very  distant  electric  bell  which  is 
vibrating  in  the  affected  ear.  More  than  one  of  these  various 
forms  of  tinnitus  may  be  present  at  the  same  time.  It  is,  perhaps, 
well  to  remark  that,  distressing  as  the  symptoms  may  be,  no  real 
pain  is  ever  experienced.  While  these  sounds  are  fading  from  the 
severer  to  the  milder  forms  the  patient  is  aware  of  improvement 
in  the  feeling  of  tension.  The  first  distress  from  this  cause  grows 
less,  and  finally  it  disappears,  and  during  its  diminution  the  patient 
usually  becomes  aware  that  his  other  ear  is  not  affected,  as  he  at 
first  supposed  it  to  be.  The  deafness,  as  tested  by  the  watch,  also 
lessens,  and  the  furthest  hearing  point  extends  to  four  and  twelve 
feet,  and  so  on  to  normal,  or  nearly  so :  but  a  very  careful  measure¬ 
ment  will  almost  always  prove  that,  however  slightly,  a  permanent 
defect  persists.  During  the  first  few  days  of  the  attack  the  patient 
has  usually  difficulty  in  falling  asleep,  owing  to  the  irritating  noises 
in  the  ear,  but  in  the  morning  the  tinnitus  is  usually  much 
diminished  or  entirely  gone,  and  it  is  only  on  his  moving  or  rising 
that  it  and  the  tension  recommence,  and  quickly  resume  nearly 
their  former  intensity.  During  the  stage  of  labyrinth  distension 
every  sharp  noise  causes  a  momentary  vibrating  discomfort  amount¬ 
ing  almost  to  pain,  the  sensation  being  somewhat  similar  to  that 
experienced  when  a  cannon  is  fired  near  the  ear,  although  less  in  its 
intensity.  Every  movement  that  agitates  i  he  body,  such  as  driving, 
railway  travelling,  shooting,  and  even  walking,  increases  the  sense 
of  fulness  and  the  tinnitus,  while  avoidance  of  such  causes  improves 
them.  Blowing  the  nose  and  stooping  aggravate  the  symptoms, 
and  will  temporarily  reproduce  them  where  they  are  passing  off. 
I  have  never  found  that  the  patient  was,  during  the  attacks, 
absolutely  deaf  to  any  sound  of  an  ordinary  nature — that  is  to  say, 
he  retained  his  power  of  recognising  all  ordinary  noises  that  were 
not  musical  sounds,  his  deafness  to  them  being  only  relative,  so  that 
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when  they  were  sufficiently  near  his  ear  to  be  heard,  he  recognised 
their  nature  accurately. 

Though  our  present  means  of  testing  perception  of  musical  notes 
are  most  unsatisfactory,  and  though  an  ordinary  piano  and  the 
tuning  fork  fail  to  give  any  positive  result,  yet  with  Galton’s 
whistle  a  defect  was  always  found  ;  at  the  upper  end  of  the  scale 
a  deficiency  of  about  eight  or  ten  numbers  was  usual,  and  at  the 
lower  end  a  defect  of  '5  to  ’8  was  clearly  made  out ;  the  patient 
heard  the  hiss  of  the  whistle  at  these  parts,  but  did  not  hear  it  as 
a  whistle  or  musical  note.  So  far  as  I  could  test  it,  I  generally 
failed  to  find  that  the  musical  sense  was  altered  ;  for  the  power  of 
recognising  harmonies  and  discords,  and  of  naming  the  individual 
notes  struck  on  an  instrument,  seemed  to  be  fully  preserved.  But 
this  preservation  does  not  seem  to  be  invariable,  for  Dr.  Alexander 
Bruce,  of  Edinburgh,  informs  me  that  he  had  a  patient  whose 
musical  sense  had  become  perverted,  and  in  one  of  my  own 
patients  also  it  was  found  that  a  disturbance  of  the  musical  sense 
had  occurred.  During  the  first  attacks,  and  in  such  of  the  follow¬ 
ing  ones  as  are  severe,  the  inflammation  occasionally  extends  in  a 
slight  form  outwards,  so  as  to  show  for  a  short  time  evidence  of 
its  invasion  of  the  middle  ear.  The  occurrence  is  showm  by  the 
slightly  moist  sounds  detected  with  the  otoscope  when  the  middle 
>ear  is  inflated  by  Valsalva’s  or  Bolitzer’s  methods,  and  simultaneously 
-auscultated  by  the  otoscope ;  they  are  heard  as  a  slight  squeak 
upon  inflation,  instead  of  the  dry  bladder-like  crackle  of  the  un¬ 
affected  side.  There  is  also  sometimes  a  sort  of  tremolo  sound, 
heard  by  the  patient  with  certain  notes.  It  should  be  borne  in 
mind  that  not  only  may  the  attacks  vary  much  in  severity,  but 
that  the  symptoms  complained  of  may  also  vary.  Sometimes  the 
attacks  are  so  severe  as  to  remind  one  of  Meniere’s  disease,  to 
which,  it  will  be  observed,  the  symptoms  bear  a  considerable 
resemblance.  On  the  other  hand,  they  are  often  so  slight  that 
they  fail  to  inconvenience  the  patient  as  to  induce  him  to  com¬ 
plain,  or  the  physician  consulted  may  deem  them  of  small  import¬ 
ance.  One  patient  will  complain  most  of  the  giddiness,  another 
of  the  tinnitus,  a  third  of  the  deafness,  and  a  fourth  of  the 
distension  ;  and  even  in  the  same  person  considerable  variation  in 
the  prominence  of  the  individual  symptoms  may  be  found  in  the 
different  attacks.  The  attacks  that  most  invite  attention  are  those 
accompanied  by  giddiness,  which  may  be  so  pronounced  as  to  be  a 
most  serious  inconvenience  to  the  patient,  and  to  give  rise  to  sus¬ 
picions  of  incipient  brain  disease. 

The  first  attack  passes  off  in  a  few  weeks  and  leaves  the  patient 
well,  though  still  affected  by  the  fine  defects  of  hearing  already 
noted.  Probably  a  long  time  elapses,  a  year  or  more,  before  the 
.second  attack  appears,  and  it  is  usually  milder  than  the  first.  At 
intervals  of  perhaps  a  year  or  so,  the  patient  experiences  re- 
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newed,  but  mild,  attacks,  until,  after  ten  years  or  more  Lave 
passed,  the  hearing  has  become  so  greatly  defective  that  the 
patient  is  observed  by  those  around  him  to  be  deaf  to  the  sounds 
of  ordinary  conversation.  I  have  not  met  with  a  case  where  it 
terminated  in  absolute  deafness,  but  suppose  this  may  occasionally 
occur.  The  attacks  tend  to  be  confined  to  one  ear,  but  not  un¬ 
commonly  the  second  ear  is  involved  in  the  same  manner.  No 
determining  cause  for  these  relapses  can  be  assigned,  but  the 
patient,  as  years  pass  on,  shows  other  evidences  of  the  gouty  dia¬ 
thesis,  such  as  attacks  of  gout  or  gravel,  chronic  rheumatic 
changes,  or  gouty  thickenings  of  the  cartilages  of  the  pinna.  I 
believe  I  have  observed  that  these  persons  lose  the  power  of  pro¬ 
perly  balancing  themselves,  and  in  some  there  has  been  an 
inequality  in  the  caligraphy  on  different  days,  it  being  sometimes 
very  good,  and  next  day  perhaps  rather  shaky  and  unsteady.  The 
loss  of  the  high  notes  is  never  quite  regained ;  but  there  are  in 
nature  so  few  high  sounds  that  are  important  that  the  loss  may 
not  be  perceived.  From  the  assemblage  of  symptoms  it  seems 
impossible  to  draw  any  other  conclusion  than  that  the  disease  is  an 
effusion  into  the  labyrinth,  accompanied  by  increased  pressure 
within  it,  a  sort  of  inflammatory  hydrops  of  the  part.  I  have  had 
no  opportunity  of  studying  by  dissection  the  changes  occurring  in 
it,  and  can  only  suppose  that  these  may  be  effusions  of  cerum, 
perhaps  gouty  deposits,  and  slight  atrophic  changes  of  the 
nerve  structures.  The  disease  is  evidently  entirely  independent  of 
catarrhal  processes  in  the  middle  ear ;  the  latter  causes  a  thicken¬ 
ing  of  the  mucous  membrane  of  this  region,  which  impairs  the 
power  of  conducting  sounds  quickly  and  accurately  to  the  laby¬ 
rinth.  Hence  it  results  that  if,  as  is  usually  the  case,  one  ear  be 
predominantly  or  alone  affected,  a  given  sound  tends  to  reach  the 
two  labyrinths  at  different  moments,  and  an  impure  sound  is 
heard.  Particularly  with  high  whistle  notes  does  this  hold  good ; 
and,  if  the  patient  be  instructed  to  listen  to  the  sound  produced  by 
his  own  lips  when  he  whistles  a  single  very  high  note  continuous¬ 
ly,  he  will  generally  observe  that  it  is  heard  as  a  wavering  or 
tremolo  note,  should  his  disease  be  otitis  media,  while  it  will  be 
heard  as  one  clear  note  in  labyrinthine  effusion,  where  the  con¬ 
ducting  structures  do  not  suffer.  As  already  mentioned,  however, 
in  severe  cases  of  the  latter  disease  the  inflammation  may  extend 
outwards  and  affect  the  fenestrte,  so  that  a  tremolo  note  may  be 
observed  about  the  second  or  third  day.  This  is,  however,  merely 
a  faint  and  temporary  occurrence,  and  soon  subsides.  The  diseased 
conditions  which  I  have  described  above  seem  to  be  far  from 
uncommon,  and  the  treatment  not  so  efficacious  as  could  be  desired. 
Inflation  of  the  middle  ear  aggravates  the  symptoms,  while  rest  in 
all  its  forms  is  distinctly  beneficial.  Quiet  in  bed  for  a  few  days, 
at  least,  should  be  insisted  on,  and  to  protect  the  labyrinth  by 
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deadening  all  the  vibrations  that  reach  it  firm  plugging  of  the 
meatus  on  both  sides  with  cotton  wool  is  most  efficient,  and  is  felt 
to  give  ease  and  accelerate  the  subsidence  of  the  attack* 
When  the  symptoms  have  subsided  the  patient  may  be  permitted 
to  rise  and  go  out,  avoiding  exertion  as  far  as  possible.  The  cot¬ 
ton  wool  and  other  precautions  can,  as  a  rule,  fee  discontinued  in  a 
month  or  two.  It  is  questionable  if  iodide  of  potassium  and  anti¬ 
rheumatic  remedies  do  good,  and  the  same  may  be  said  of  counter¬ 
irritation  over  the  mastoid.  The  adminstration  of  pilocarpine  is 
likely  to  be  useful.  General  regimen,  likely  to  combat  the  dia¬ 
thesis,  seems  to  lessen  the  frequency  of  the  attacks  and  diminish 
their  severity,  so  that  the  patient  becomes  more  contented  with  his 
condition,  and  suffers  less  severely  and  at  longer  intervals. — Lancet , 
July  19,  1890,  p.  115. 


81.— ON  THE  VALUE  OE  ARTIFICIAL  DRUMHEADS. 

By  J.  Ward  Cousins,  M.D.,  F.R.C.S.,  Senior  Surgeon  to  the 
Royal  Portsmouth  Hospital,  and  to  the  Portsmouth  and  South 
Hants  Eye  and  Ear  Infirmary. 

It  is  a  well-established  fact  that  artificial  drumheads  do  improve 
the  hearing  power  of  many  patients,  and  that  a  large  number  of 
contrivances  composed  of  various  materials  have  been  used  with 
great  comfort  and  advantage.  The  real  value  of  the  artificial 
membrane  must  be  estimated  by  ordinary  conversation.  We 
really  have  no  standard  for  the  classification  and  comparison  of 
cases,  and  we  are  compelled  to  rely  upon  a  rough  and  ready 
method  of  testing  and  the  voluntary  statement  of  the  patient* 
The  degree  of  improvement  can  be  calculated  for  all  practical 
purposes  by  observing : — 1.  The  help  afforded  in  conversational 
intercourse.  2.  The  increase  in  the  hearing  distance.  3.  The 
improved  expression  in  the  countenance  of  the  patient, 

I  classify  my  cases  in  three  groups  : — First :  Patients  very  con¬ 
siderably  improved  in  hearing  power.  Second  :  Patients  improved. 
Third :  Patients  not  improved.  The  variations  in  deafness  for 
ordinary  conversation  are  considerable,  and  these  inequalities  must 
be  carefully  estimated  in  drawing  up  any  tabular  statement. 

Diseases  in  which  Artificial  Drumheads  are  Useful. — As  a 
general  rule  the  most  successful  applications  occur  in  cases  of  per¬ 
foration  of  the  membrana  tympani.  The  amount  of  benefit,  how¬ 
ever,  does  not  depend  upon  the  size  and  position  of  the  injury,  for 
in  every  case  there  are  other  conditions  which  exert  a  variable 
influence  on  the  result.  It  is  almost  impossible  to  have  any  loss  of 
substance  in  the  membrane  without  also  some  other  structural 
changes  in  the  tympanic  cavity  and  its  contents.  Artificial  drum¬ 
heads  are  also  beneficial  in  other  alterations  of  the  membrane  in¬ 
volving  abnormalities  of  tension  in  the  conducting  apparatus* 
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They  may  be  used  with  benefit  in  chronic  middle  ear  disease 
attended  with  ossicular  changes  and  cicatricial  collapse  of  the 
membrane,  provided  the  Eustachian  tube  is  unobstructed  and  the 
naso-pharynx  fairly  healthy.  It  is  very  difficult  to  describe  the 
exact  alterations  in  the  contents  of  the  tympanum  for  which 
artificial  membranes  can  be  hopefully  employed  ;  at  the  same  time 
we  may  be  sure  that  they  are  useful  in  some  cases  altogether  free 
from  any  perforation  of  the  membrane. 

Position  in  the  Meatus  of  the  Artificial  Membrane. — It  has  been 
often  stated  that  mechanical  aids  must  be  placed  over  the  perfora¬ 
tion  in  the  membrana  tympani,  and  be  applied  so  as  to  fill  the 
aperture.  Now  I  am  ready  to  admit  that  direct  contact  with  the 
meatal  wall  or  near  the  remnant  of  the  membrane  does  in  many 
cases  improve  the  hearing  power,  still  it  is  not  necessary  to  plug 
the  perforation  with  the  artificial  drumhead.  This  notion  clung 
to  the  efforts  of  surgeons  half  a  century  ago,  but  the  practice  of 
closing  the  aperture  proved  dangerous,  and  was  sometimes  followed 
by  unfortunate  results.  Toynbee  says,  “  As  in  cases  of  perfora¬ 
tion  or  disease  of  the  membrana  tympani,  there  is  so  frequently 
catarrhal  inflammation  of  the  mucous  membrane  of  the  tympanum, 
it  is  obviously  important  that  no  foreign  substance  should  be 
placed  in  contact  with  that  membrane,  and,  as  there  is  always  a 
margin  of  it  remaining,  the  surgeon  should  be  careful  to  keep  the 
artificial  membrane  external  to  it ;  for  if  any  attempt  be  made  to 
pass  the  membrane  beyond  this  point,  the  patient  will  complain  of 
pain.”  In  some  cases  I  have  found  that  the  formation  of  a  screen 
across  the  passage,  near  the  injured  drum,  is  quite  sufficient  to 
produce  very  satisfactory  results.  It  is  a  matter  of  importance 
that  the  artificial  drumhead  should  be  selected  to  suit  the  shape 
and  capacity  of  the  external  ear.  It  is  my  practice  to  regulate  the 
height  of  the  crown  of  my  membrane  by  the  sensations  of  the 
patient,  and  the  breadth  of  the  brim  by  the  size  of  the  meatus.  It 
must  not  fit  too  tightly,  but  simply  rest  in  contact  with  the  meatal 
wall.  It  is  not  necessary  to  place  the  point  upon  the  perforation. 
The  right  spot  cannot  be  selected  by  any  internal  examination  of 
the  organ,  but  in  every  case  the  sensations  of  the  patient  and  the 
improvement  in  the  hearing  power  will  assist  in  slipping  the  mem¬ 
brane  into  the  right  position. 

Artificial  Drumheads  often  Immediately  Beneficial.  —  It  fre¬ 
quently  happens  that  good  results  are  obtained  by  simply  adjust¬ 
ing  the  membrane  and  replacing  it  as  often  as  necessary.  In  such 
cases  the  perforation  of  the  membrana  tympani  is  uncomplicated 
by  serious  inflammatory  changes  in  the  tympanum,  and  the  arti¬ 
ficial  drumhead  is  beneficial  at  once  by  restoring  the  continuity  of 
the  conducting  apparatus,  and  by  the  formation  of  a  closed  cavity 
at  the  upper  part  of  the  canal  in  which  the  sonorous  vibrations  are 
•concentrated  upon  the  labyrinth.  In  perforation  associated  with 
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chronic  suppurative  disease  of  the  middle  ear  we  can  only  hope  for 
progressive  improvement,  and  cleansing  and  deodorising  treatment 
must  he  diligently  practised  before  the  value  of  the  artificial  drum¬ 
head  can  be  estimated.  It  is  absolutely  necessary  to  carry  out 
daily  antiseptic  treatment,  and  to  remove  as  far  as  possible  chronic 
tubal  obstruction.  It  is  only  after  weeks  of  perseverance  and 
attention  that  the  full  comfort  of  the  appliances  can  be  secured, 
and  the  sensibility  of  the  injured  organ  so  far  improved  that  the 
patient  does  not  appear  deaf  in  ordinary  conversation. 

Care  Necessary  in  the  Selection  of  Cases. — Artificial  aids  are 
often  much  abused,  and  are  even  carelessly  employed  by  members 
of  the  profession.  In  many  suitable  cases  the  form  of  the  artificial 
membrane  and  its  position  on  the  meatus  require  careful  investiga¬ 
tion.  Many  cases  of  perforation  are  really  chronic  and  complex 
aural  diseases,  in  which  the  morbid  changes  in  the  tympanum 
have  been  followed  by  atrophy  of  the  nervous  structures  and 
degeneration  in  the  inaccessible  recesses  of  the  labyrinth.  The 
deep  and  superficial  disorders  of  the  ear  are  often  blended  to¬ 
gether,  and  changes  in  the  sound-receiving  apparatus  are  the 
secondary  results  of  chronic  middle-ear  disease.  We  must  never 
forget  that  the  improvement  in  conversational  power  and  the 
removal  of  the  strain  in  listening  can  only  follow  the  insertion  of 
the  drumhead  when  all  the  nervous  structures  of  the  organ  retain 
in  a  great  measure  their  normal  sensibility. — British  Medical 
Journal,  Sept.  20,  1890,  p.  672. 


82.— ON  HARMFUL  RESULTS  FOLLOWING  EMPLOYMENT 
OF  THE  NASAL  DOUCHE  AND  KINDRED  PROCEDURES. 

By  Albert  H.  Buck,  M.D.,  Professor  of  Diseases  of  the  Ear, 
College  of  Physicians  and  Surgeons,  New  York. 

Several  years  ago  Dr.  Boosa,  of  this  city,  published  an  article  in 
in  which  he  warned  his  medical  brethren  that  the  use  of  Weber’s 
nasal  douche  could  not  be  considered  as  an  entirely  harmless 
therapeutic  procedure.  He  narrated  a  number  of  instances  in 
which  more  or  less  serious  inflammation  of  one  or  both  middle  ears 
had  followed  the  use  of  the  douche  ;  and  at  a  later  date  several 
other  writers,  myself  among  the  number,  reported  many  addition?.! 
cases.  It  was  observed  also  that  other  kindred  procedures,  like 
snuffing  up  fluids  through  the  nasal  passages,  syringing  these 
cavities  either  from  in  front  or  from  behind,  etc.,  were  at  times 
followed  by  the  same  aural  inflammation.  For  a  period  of  several 
years  it  seemed  as  if  these  warnings  had  been  generally  heeded, 
for,  in  my  own  practice  at  least,  cases  of  inflammation  of  the 
middle  ear  following  the  use  of  some  one  of  the  procedures  referred 
to  above,  became  noticeably  less  frequent  during  this  period.  Now, 
however,  the  frequency  of  this  class  of  cases  is  again  decidedly  on 
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the  increase.  During  the  past  winter  and  spring  I  have  seen  a 
larger  number  of  them  than  at  any  previous  period  of  my  practice,  and 
I  thought  it  might  not  be  amiss  if  I  were  to  call  attention 
once  more  to  the  harmful  results  which  occasionally  follow  the  use 
of  the  nasal  douche  and  similar  procedures. 

As  was  also  the  case  in  former  years,  the  favourite  remedy  in 
these  recent  cases  seems  to  have  been  a  weak  solution  of  salt 
in  water.  In  a  few  instances  the  resulting  inflammation  of  the  ear 
was  very  severe,  but  in  the  majority  there  was  simply  an  increase 
of  the  subacute  nasal  and  aural  catarrh,  for  the  relief  of  which  the 
nasal  douche  or  the  snuffing  method  had  been  prescribed.  In  a 
small  group  of  cases  the  aggravation  of  the  aural  symptoms 
seemed  to  owe  its  origin  to  the  frequent  use  of  Dobell’s  solution  in 
the  form  of  a  nasal  spray. 

The  question  which  would  most  naturally  be  asked  of  me 
in  connection  with  this  matter  is,  what  safer  and  yet  equally 
efficient  plan  of  treatment  would  you  recommend  to  take  the  place 
of  those  which  you  characterize  as  objectionable  ?  I  reply  that, 
except  in  a  single  particular,  the  objects  sought  to  be  attained  by 
these  objectionable  procedures  may  be  equally  well  secured  by  the 
free  use,  in  the  form  of  a  spray,  of  such  fluid  mixtures  as 

1^ .  Eucalyptol  and  oil  of  wintergreen,  each  gr.  j ;  menthol 
gr.  ij ;  benzoinol  §  ij.  M. 

Or,  if  the  patient  dislikes  an  oily  preparation,  the  following  may 
be  prescribed  :  II .  Listerine,  one  part :  water,  three  parts.  M. 

In  the  presence  of  an  accumulation  of  viscid  mucus  or  of  crusts, 
a  stream  of  flowing  water  will  doubtless  be  found  a  more  effective 
cleansing  agent  than  a  stimulating  spray  ;  but  it  is  only  in 
this  respect  that  I  can  perceive  any  superiority  of  the  douche  over 
the  sprays  formulated  above.  Furthermore,  if  the  latter  are  used 
freely — that  is,  several  times  a  day,  and  each  time  during  the 
inhalation  (by  the  patient)  of  a  deep  breath,  with  closed  mouth, 
crusts  and  tough  mucus  will  speedily  cease  to  play  a  part  in 
the  therapeutic  problem. 

In  not  a  single  instance  have  I  known  the  freest  introduction  of 
the  mixtures  named  to  be  accompanied  by  any  unpleasant  aural 
symptoms.  The  immediate  effects  are  very  gratifying  to  the 
patient,  and  in  a  brief  time  a  permanent  diminution  of  the  nasal 
and  naso-pharyngeal  irritation  can  generally  be  noted.  The  use 
of  sprays,  however,  must  be  looked  upon  only  as  a  valuable  method 
of  supplementary  treatment,  and  not  as  a  therapeutic  procedure  of 
the  first  order.  The  removal  of  hypertrophied  glandular  tissue 
and  the  local  application  of  silver  nitrate  are  the  only  remedial 
measures  that  are  at  all  worthy  of  being  considered  fundamentally 
curative  of  the  conditions  which  usually  lead  the  physician  to 
prescribe  the  use  of  the  nasal  douche  or  one  of  its  substitutes. — 
New  York  Medical  Record,  Sept.  6,  1890,  p.  269. 
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83.— ON  THE  MODERN  METHODS  OF  MANAGING 
LINGERING  LABOUR. 

By  W.  S.  Playfair,  M.D.,  F.R.C.P.,  Professor  of  Obstetric 
Medicine  in  King’s  College,  London. 

Some  thirty-five  years  ago,  the  one  dominant  idea  was  that  in¬ 
terference  by  way  of  promoting  a  rapid  labour,  and  easing  the 
agonies  accompanying  it,  was  a  thing  to  be  looked  on  with  the 
greatest  suspicion.  This  teaching,  which  was  embodied  in  the 
often-quoted  axiom,  that  “  meddlesome  midwifery  is  bad  mid¬ 
wifery,”  led  to  the  patient  being  often  needlessly  left  to  linger  on 
in  many  fruitless  hours  of  suffering,  wearied  and  exhausted  by  her 
pains,  and  making,  therefore,  a  protracted  convalescence  which 
she  might  have  readily  been  spared.  The  tendency  of  the  day  is 
perhaps  to  err  in  the  opposite  direction,  but  I  do  not  hesitate 
to  affirm  that  it  is  the  bounden  duty  of  the  practitioner  to  avail 
himself  of  every  means  in  his  power  to  ensure  his  patient  an 
easy  and  short  labour,  with  as  little  suffering  as  possible,  provided 
only  he  is  satisfied  that  the  means  he  adopts  are  such  as  are  not  in 
themselves  likely  to  prove  injurious. 

The  mere  wear  and  tear  of  a  labour  lasting  more  than  twenty- 
four  hours  seems  to  me  to  be  in  itself  a  serious  thing,  nor  do  I 
admit  that  it  is  right  to  wait  with  our  hands  folded,  doing  nothing, 
until  symptoms  of  mischief  have  actually  arisen.  I  shall  not 
consider  here  at  all  cases  in  which  rigidity  of  the  cervix  is  due  to 
structural  causes,  such  as  cicatrices,  inflammatory  or  malignant 
indurations,  and  the  like,  all  of  which  are  exceedingly  rare.  I 
refer  simply  to  the  frequently  met  with  difficulty  arising  from 
non-dilatation  caused  by  inertia,  or  by  irregular  and  cramplike 
pains,  premature  rupture  of  the  membranes,  adhesions  of  the 
membranes,  and  over-distension  of  the  uterus  from  excess  of 
liquor  amnii. 

It  is  to  be  noted  that  in  the  vast  majority  of  such  cases  there  is 
no  real  obstacle  in  the  cervix.  It  may  be  said  that  this  will 
always  dilate  readily  enough  provided  the  expulsive  powers 
be  properly  acting,  and  in  dealing  with  this  our  first  object  will  be 
to  ascertain,  and  if  possible  remove,  the  cause  which  is  interfering 
with  the  normal  progress  of  the  case.  Of  course,  I  do  not  consider 
the  obvious  resource  of  seeing  to  such  conditions  as  the  state  of  the 
bowels,  the  bladder,  the  normal  axis  of  the  uterus,  and  the  like. 
The  relief  of  the  acute  pain,  the  calming  of  the  excitement 
attending  it,  the  lessening  of  spasmodic  uterine  action  which  is 
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one  of  tlie  chief  causes  of  non-dilatation  of  the  cervix,  and 
the  relaxation  of  tissues  are  all  promoted  in  a  most  marked  degree 
by  the  use  of  anaesthetic  drugs,  which  were  entirely  unknown  to 
our  predecessors.  I  do  not  here  refer  to  the  administration  of 
anaesthetics  by  inhalation.  Chloroform  is  too  strong  an  agent, 
I  believe,  for  the  first  stage,  and  not  sufficiently  prolonged  in 
its  action.  In  chloral,  however,  we  have  a  remedy  of  almost 
incalculable  value  in  prolonged  first  stage,  and  which  practically 
supersedes  all  other  methods  of  dealing  with  this  troublesome 
complication. 

Under  the  use  of  this  agent  the  pains  become  longer,  steadier, 
and  more  efficient;  the  patient  falls  into  a  somnolent  condition, 
dozing  quietly  between  the  pains,  which  are  not  lessened  or 
annulled,  as  is  the  case  when  chloroform  is  inhaled  freely  ;  and, 
above  all,  the  wild  state  of  excitement,  which  is  so  frequent  in  this 
class  of  labour,  is  calmed  and  soothed,  to  the  infinite  relief  both  of 
the  patient  and  practitioner.  Nor  is  it  necessary  to  administer 
doses  of  any  unsafe  amount.  Fifteen  grains,  repeated  in  twenty 
minutes,  either  by  mouth  or  rectum,  is  generally  sufficient  to  pro¬ 
duce  an  effect  lasting  over  several  hours.  Possibly  a  third  dose 
may  occasionally  be  required,  but  never  more.  Another  great 
good  following  this  practice  is  that,  when  the  expulsive  stage 
is  reached,  the  patient  being  already  in  a  state  of  semianeesthesia, 
very  much  smaller  quantities  of  chloroform  or  of  the  ACE  mixture 
are  required  than  would  otherwise  be  the  case.  Since  using  chloral 
in  this  way  I  have  never  had  occasion  to  give  opiates  either  by  the 
mouth,  rectum,  or  hypodermically,  and  I  believe  them  to  have  the 
disadvantages  of  tending  to  arrest  uterine  action  altogether, 
instead  of  steadying  or  even  increasing  it,  as  is  the  case  with 
chloral. 

A  subsidiary  drug,  of  recent  introduction  into  midwifery  prac¬ 
tice,  is  often  decidedly  useful  at  this  stage  of  labour,  and  that  is 
quinine.  I  believe,  that  in  a  labour  with  feeble  ineffective  pains 
in  the  first  stage,  one  or  two  doses  of  15  grains  have  often  a  markedly 
beneficial  effect  in  strengthening  and  altering  the  character  of  the 
pains ;  nor  have  I  ever  had  reason  to  think  that  it  has  any  of  the 
dangerous  properties  of  ergot. 

Amiongst  the  mechanical  means  used  in  undilated  os,  manual 
dilatation  with  the  finger  long  held  a  prominent  place,  and  was 
formerly  the  subject  of  much  acrimonious  discussion,  having  been 
recommended  by  Smellie,  Burns,  Gooch,  and  other  prominent 
obstetricians,  and  strongly  reprobated  by  others,  such  as  Denman, 
who  calls  it  “  an  abominable  practice.”  Dr.  Trenholme,  of 
Montreal,  has  pointed  out — and  I  am  convinced  that  it  is  a  sound 
practical  observation — that  separation  of  the  membranes  by 
sweeping  the  finger  round  the  inner  surface  of  the  os  frequently 
remarkably  promotes  dilatation.  Whether  his  theory  that  this 
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acts  by  separating  adhesions  which  retard  dilatation  be  correct  or 
not  I  cannot  say,  but  of  the  fact  I  have  no  doubt,  and  this 
mechanical  expedient  can  at  least  do  no  harm.  When  the  head 
is  pushed  low  down  into  the  pelvis,  the  os  being  soft  and  relaxed, 
and  the  membranes  ruptured,  my  belief  is  that  gentle  manual  dila¬ 
tation,  pushing,  as  it  were,  the  os  over  the  head,  is  frequently 
extremely  useful,  and  may  very  materially  expedite  the  progress  of 
the  case.  It  requires,  however,  some  judgment  and  practical 
experience  as  to  the  proper  cases  in  which  it  is  to  be  used.  I  have 
myself  never  seen  anything  but  good  follow  in  the  cases  in  which  I 
have  adopted  this  expedient,  but  I  hesitate  to  recommend  it,  for  I 
can  well  understand  that  when  rashly  or  roughly  practised  it  may 
do  much  harm.  Pushing  up  the  swollen  anterior  lip,  when 
impacted  between  the  head  and  the  pubes,  is  not  only  legitimate, 
but  essential,  in  my  opinion,  to  save  injury  to  the  os.  The  gentle 
pressure  of  the  finger  is  obviously  much  less  likely  to  be  hurtful 
than  the  long-continued  bruising  to  which  the  uterine  structures 
would  otherwise  be  subjected. 

We  may  safely  take  the  rules  now  in  force  in  the  chief  lying-in. 
hospitals  to  be  a  good  guide  to  the  prevalent  practice  of  the  day, 
and  I  find  on  inquiry  that  the  administration  of  ergot  is  now 
absolutely  prohibited  before  the  expulsion  of  the  placenta  at 
the  Rotunda  Hospital  in  Dublin,  the  Edinburgh  Maternity  Hos¬ 
pital,  and  the  chief  lying-in  hospitals  in  London — the  General 
Lying-in,  the  British  Lying-in,  and  Queen  Charlotte’s.  We  may, 
therefore,  fairly  conclude  that  ergot  is  no  longer  used  as  an  oxy¬ 
tocic  in  good  midwifery  practice.  Whether  its  use  should  be 
entirely  given  up  is  a  question  on  which  there  may  be  some  dif¬ 
ference  of  opinion.  My  own  is  that  the  drug  is  an  unsafe  agent, 
and  that  its  effects  are  too  much  beyond  our  control,  and  that, 
therefore,  its  disuse  is  a  distinct  scientific  gain. 

An  entirely  modern  oxytocic,  is  manual  pressure  applied  directly 
to  the  uterus  to  increase  the  force  of  feeble  pains,  or  even  to  take 
their  place  when  they  are  entirely  absent.  For  many  years  past 
I  have  used  uterine  expression  regularly  whenever  I  found  it 
necessary  to  intensify  feeble  uterine  action, and  lam  satisfied  that 
with  proper  limitations  we  have  in  it  a  most  valuable  addition  to 
our  resources,  which  is  as  yet  not  sufficiently  appreciated,  and 
which  is  destined  to  take  a  recognised  place  as  an  oxytocic  agent  in 
every  way  safer  and  more  manageable  than  ergot.  The  best  way 
of  using  it  is,  I  think,  for  the  practitioner  to  stand  by  the  side 
of  the  patient  (who  is  in  her  usual  position  on  her  left  side),  and  to 
spread  his  left  hand  over  the  fundus.  When  the  pain  comes  on 
strong  downward  pressure  is  made  in  the  direction  of  the  axis  of 
the  brim.  If  the  finger  of  the  right  hand  be  placed  simultaneously 
on  the  head  jper  vaginam ,  it  will  be  felt  to  be  pushed  down  in 
yol.  cn.  cc 
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a  very  marked  way.  I  have  often  in  this  manner  pushed  the  head 
through  the  brim,  where  it  had  been  long  delayed,  and  right 
on  to  the  perineum  in  two  or  three  pains  ;  and  on  more  than  one 
occasion  when  called  to  a  tedious  labour  with  the  view  of 
delivering  by  forceps,  I  have  avoided  the  use  of  the  instrument  by 
this  means,  and  rapidly  terminated  the  case. 

A  mechanical  oxytocic  of  this  kind  is  entirely  within  the  control 
of  the  practitioner,  and  can  be  used  exactly  as  he  thinks  best  to 
assist  feeble  pains,  or  intermitted  when  the  pains  are  stronger,  and 
it  has,  therefore,  none  of  the  disadvantages  of  ergot,  the  effects  of 
which  when  once  given  are  entirely  beyond  our  control.  I  have 
never  seen  anything  which  led  me  to  think  that  pressure  on  the 
uterus,  used  with  due  care,  has  had  any  sort  of  injurious  effect.  It  is,  in 
fact,  merely  a  means  of  supplementing  the  deficient  vis  a  tergo, 
which  is  so  essential  for  the  proper  progress  of  labour.  It  is  need¬ 
less  to  say  that  this  expedient  is  only  applicable  in  the  second  stage, 
after  the  rupture  of  the  membranes,  and  when  it  is  known  that 
the  pelvis  is  of  full  size,  and  that  there  is  no  resistance  from  the 
soft  parts. 

The  one  characteristic  of  modern  midwifery  practice  which  most 
distinguishes  it  from  the  practice  of  half  a  century  ago  is  the 
frequency  with  which  labour  is  terminated  by  the  forceps. 

Strongly  convinced  as  I  am  that  it  is  unwise  to  allow  patients  to 
drag  on  unnecessarily  in  labour  for  an  indefinite  time,  and  satisfied 
though  I  be  that  the  modern  practice  is  far  better  in  this  respect 
than  that  of  our  immediate  predecessors,  I  am  by  no  means  sure 
that  the  pendulum  may  not  have  swung  too  far  in  the  opposite 
direction.  When  I  hear  of  men  who  put  on  forceps  in  every  fourth 
or  fifth  labour,  I  cannot  help  fearing  that  they  may  have  been 
tempted  to  their  use,  perhaps  unconsciously,  with  a  view  of  saving 
their  own  time,  rather  than  because  they  considered  them  essential 
for  the  welfare  of  the  patient.  It  is  very  difficult  in  practice,  and 
the  remark  applies  to  many  other  things  besides  the  use  of  the 
forceps,  to  walk  in  the  safe  and  judicious  via  media. 

It  is  surely  needless  to  insist  that  the  convenience  of  the  prac¬ 
titioner  can  never  be  a  reason  for  expediting  labour. 

I  think  it  will  now  be  very  generally  admitted  that  the  long 
train  of  evils  which  we  were  taught  were  likely  to  follow  the  use 
of  the  forceps,  and  which  have  hindered  many  a  man  from  using 
them  when  they  were  obviously  indicated,  really  arose  from  pres¬ 
sure  on  the  soft  parts,  and  from  the  exhaustion  incident  to  a  long 
labour,  and  were  strictly  preventable  accidents. 

Few,  I  think,  will  deny  that  unnecessary  delay,  after  the  head 
is  in  the  pelvic  cavity,  is  not  only  useless,  but  pernicious,  and  that 
by  timely  interference  we  lessen  the  risk  both  to  the  mother  and 
the  child.  It  is  quite  impossible,  however,  to  lay  down  any  pre¬ 
cise  rule  as  to  when  the  forceps  should  be  used  in  lingering  labour. 
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Every  case  must  be  treated  on  its  own  merits,  after  a  careful  ex¬ 
amination  of  the  effects  of  the  pains. 

Perhaps  I  may  be  allowed  to  conclude  these  imperfect  notes  by 
quoting  what  I  have  said  on  this  point  in  my  work  on  the  Science 
and  Practice  of  Midwifery,  as  I  do  not  think  1  could  put  it  more 
concisely  in  fresh  words:  “What  has  to  be  done,  I  conceive,  is  to 
watch  the  progress  of  the  case  anxiously  after  the  second  stage  has 
fairly  commenced,  and  to  be  guided  by  an  estimate  of  the  advance 
that  is  being  made  and  the  character  of  the  pains,  bearing  in  mind 
that  the  risk  to  the  mother,  and  still  more  to  the  child,  increases 
seriously  with  each  hour  that  elapses.  If  we  find  the  progress  slow 
and  unsatisfactory,  the  pains  flagging  and  inefficient,  and  incapable 
of  being  intensified  by  the  means  indicated,  then,  provided  the  head 
be  low  in  the  pelvis,  it  is  better  to  assist  at  once  by  the  forceps, 
rather  than  to  wait  until  we  are  driven  to  do  so  by  the  state  of 
the  patient.” — British  Medical  Journal ,  Sept.  27, 1890,  p.  715. 


84.— ON  THE  ANALGESIC  VALUE  OF  ANTIPYRIN 
INTRA-  AND  POST-PARTUM. 

By  .1  ohn  Phillips,  M.  D.,  M.P.C.P.,  Assistant  Obstetric  Physician, 
King’s  College  Hospital,  London. 

First  used  as  an  antipyretic  in  large  doses,  antipyrin  has  been 
found  during  the  past  five  years  to  be  an  almost  universal  panacea 
in  smaller  doses  for  “  nerve  pain,”  and  is  now  prescribed  empiric¬ 
ally  in  all  cases  of  neuralgia  of  whatever  part  of  the  body.  Its 
value  in  certain  cases  of  dysmenorrhoea  of  the  so-called  “  spas¬ 
modic”  type  first  directed  attention  to  the  generative  organs  as  a 
field  for  its  use,  and  the  medical  journals  up  to  the  present  time 
have  scattered  through  them  results  arising  from  the  use  of 
antipyrin  (certainly  of  a  most  variable  character)  in  connexion 
with  the  pregnant  condition  and  labour.  It  was  with  the  object 
of  verifying  these  results  or  not  that  the  following  investigations 
were  undertaken.  Windelschmid  published,  among  the  earlier 
observers,  an  interesting  case  of  relief  from  dysmenorrhoea  which 
had  lasted  eight  days,  the  patient  being  very  violent.  Relief  was 
obtained  by  rectal  injection  of  three  doses  of  two  grammes  (about 
thirty-one  grains)  of  the  drug ;  the  two  first  with  an  interval  of 
twelve  hours,  the  third  twenty-four  hours  later.  Convulsive 
action,  which  was  present  before  its  administration,  also  ceased. 
Dellenbaugh  and  Chouppe  also  relate  similar  instances ;  the  latter, 
in  addition,  found  great  benefit  from  a  rectal  injection  given  to  a 
patient  with  a  painful  uterine  myoma  which  had  resisted  all  other 
remedies. 

The  questions  which  seem  to  be  at  issue  regarding  the  use  of 
this  drug  are  the  following  :  1.  Does  its  adminstration  during  or 
immediately  after  labour  tend  to  relieve  pain,  and,  if  so,  at  what 
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stage  are  its  effects  most  marked  P  3.  Has  it  any  effect  on  the 
uterine  pains  in  augmenting  their  number  or  intensity,  or  the 
reverse  P  3.  Is  cervical  dilatation  more  rapid  under  its  influence  ? 
4.  Does  its  administration  promote  or  tend  to  post-partum  hemor¬ 
rhage  ?  5.  What  is  its  effect  upon  the  process  of  lactation  ?  The 

property  it  possesses  of  diminishing  high  temperatures,  as  in  puer¬ 
peral  fever,  is  of  the  highest  value,  but  it  appears  to  me  outside 
the  questions  at  issue.  I  think  a  word  of  warning  should  be  given, 
however,  as  to  its  indiscriminate  use  in  large  doses  in  attempting 
to  reduce  pyrexia,  as  I  have  met  with  records  of  several  deaths 
from  collapse  in  the  course  of  my  research.  Under  the  first  head¬ 
ing  the  question  naturally  resolves  itself  into  the  relative  value  of 
the  drug  during  the  two  stages,  intra-  and  post-partum. 

To  elicit  an  answer  to  the  above,  I  carefully  administered  the 
drug  to  forty-two  cases,  and  selected  as  many  primiparae  as  pos¬ 
sible  in  consequence  of  the  usually  more  lengthened  stage  intra¬ 
partum  ;  thirty-one  were  of  this  type.  The  others,  eleven  in 
number,  were  chosen  at  random.  The  drug  was  not  given  until 
labour  had  commenced,  and  until  the  dilating  pains  had  set  in 
regularly  ;  the  number  occurring  in  an  hour  was  noted,  and  then 
compared  with  those  which  passed  in  the  same  time  shortly  after 
the  administration  of  the  drug.  The  temperature  and  pulse  were 
taken  at  regular  intervals,  and  notes  made  at  the  time  as  to  the 
severity  of  the  pains  and  the  patient’s  statements  as  the  relief  or 
not  given  by  the  medicine. 

Taking,  first,  the  stage  of  dilatation,  in  15  cases  out  of  the  31  in 
which  the  drug  was  administered,  or  nearly  50  per  cent.,  it  was 
very  beneficial — i.e.,  the  patient  either  strongly  asserted  that  she 
felt  great  relief,  or  it  was  self-evident  by  her  falling  asleep  or  becom¬ 
ing  more  quiescent.  Among  the  multiparse  the  cases  relieved  were 
not  so  great  in  proportion — viz.,  36*3  per  cent.  On  the  other  hand, 
the  absolute  failures  among  the  primiparae  amounted  to  32*2  per 
cent.,  while  among  the  multiparse  it  was  36‘3  per  cent.  Queirel, 
who  admits  the  value  of  the  drug  chiefly  in  this  stage,  found  its 
success  undoubted  in  15  women  out  of  20,  or  75  per  cent.  Of 
these  15  patients  11  were  multiparse,  the  other  four  being  primi- 
parse.  Of  the  five  refractory  patients,  only  one  was  a  multipara, 
thus  concluding  rather  that  the  action  of  antipyrin  is  more  marked 
on  that  class.  Winkle  now  never  administers  it,  except  during  this 
first  stage,  and  he  has  found  the  relief  following  its  administration 
almost  general,  By  comparing  statistics  when  the  drug  teas  taken 
and  when  not,  he  gathered  that  it  does  not  increase  the  duration 
of  the  first  stage  ;  but,  on  the  contrary,  tends  to  shorten  it  on  an 
average  about  half  an  hour ;  while  in  the  second  stage  it  remains 
practically  the  same.  Grandin  corroborates  these  views.  In  the 
expulsive  stage  the  results  were  practically  negative,  as  absolute 
relief  was  never  observed  either  in  primiparous  or  multiparous 
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patients.  I  believe  that  this  statement  is  corroborated  by  all  the 
writers  on  this  subject,  with  one  or  two  exceptions — viz.,  Fauchon 
and  Lielski,  the  latter  of  whom  found  the  results  in  his  four  cases 
“  invariably  excellent.”  Its  administration  post-partum  for  after- 
pains  was  chiefly  among-  multiparse,  indeed  I  only  once  had  a  case 
of  a  primipara  in  which  it  could  be  called  necessary,  and  there  it 
was  quite  without  effect.  In  the  8  multiparse  to  whom  it  was 
given  it  was  certainly  very  beneficial  in  5,  or  62*5  per  cent. ;  and  I 
found  that  the  failures  were  those  in  which  the  after-pains  were 
chiefly  due  to  collection  and  expulsion  of  blood-clot,  while  the 
successful  ones  were  those  in  which  the  pains  were  more  of  a 
grinding  and  neuralgic  character,  and  not  followed  by  passage  of 
clot.  Milne  and  Chouppe  both  found  antipyrin  of  great  value 
in  these  cases. 

From  the  nervous  influence  which  is  doubtless  at  work  in  connec¬ 
tion  with  the  process  of  lactation,  it  would  be  almost  concluded 
without  experiment  that  antipyrin  would  have  some  marked  effect 
on  the  amount  of  milk  secreted.  Salemi  mentions  the  case  of  a 
primipara  of  robust  constitution.  Weaning  was  necessary  from 
the  breasts  being  neglected  and  having  become  covered  with  sores. 
Ten  days  were  occupied  in  attempting  to  effect  this,  including  the 
use  of  iodide  of  potash  and  compression,  but  they  all  failed.  He 
then  gave  50  cgr.  of  antipyrin  divided  into  three  doses ;  the  secre¬ 
tion  diminished  the  first  day,  ceased  the  third,  and  did  not  return. 
My  own  experience  is  not  so  favourable ;  the  drug  failed  entirely 
in  two  cases  out  of  three  in  which  it  was  given,  but  certainly 
succeeded  in  one.  The  patient  was  a  nervous  primipara  confined 
prematurely,  with  much  distended  breasts  and  large  quantities  of 
milk.  Her  child  died  on  the  fifth  day  of  immaturity.  I  used  com¬ 
pression  and  15  gr.  doses  thrice  daily  and  ordered  the  usual  diet ; 
the  effect  was  very  rapid,  and  she  felt  relief  after  twenty-four 
hours,  and  the  secretion  ceased  practically  on  the  fourth  day.  The 
two  multiparse  were  absolute  failures.  Antipyrin  is  not  eliminated 
by  the  milk  secretion,  and  hence  its  use  is  not  contraindicated  in 
these  cases.  The  effects  of  the  administration  of  antipyrin  on  the 
eardio- vascular  functions  and  the  nervous  system  are  well  worthy  of 
note.  Knorr  and  Filehne  first  pointed  out  the  usual  pulse  retarda¬ 
tion  in  1884,  while  Winkle  observed  that  generally  the  temperature 
fell  from  half  to  one  and  a  half  degrees  F.  After  a  dose  of  15  gr. 
he  found  the  pulse  become  somewhat  more  frequent  and  respiration 
quickened ;  but  if  the  pulse  at  the  time  of  giving  it  was  rapid,  it 
decreased  it.  My  own  experience  is  that  in  the  greater  number  of 
cases,  in  addition  to  a  slight  reduction  of  temperature,  half  an  hour 
afrer  administration  the  pulse  was  diminished  in  frequency,  the 
patient  having  at  the  same  time,  however,  a  sensation  of  palpitation, 
respiration  did  not  appear  to  be  appreciably  affected.  Dark  and 
thin  patients  of  neurotic  type  certainly  seem  to  be  more  susceptible  to 
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its  influence,  and  this  is  corroborated  by  Adams,  who,  in  an  elaborate 
paper  on  the  therapeutics  of  the  drug,  warns  us  to  administer  it  in 
small  doses  “to  phthisical  and  thin  people.”  Antipyrin  may  be 
administered  by  mouth,  rectum,  or  by  subcutaneous  injection.  The 
last  is  rendered  much  less  painful  by  the  addition  of  cocaine.  By 
mouth  it  should  always  be  taken  with  some  diffusible  stimulant 
like  ammonia.  Fatal  cases  as  the  consequence  of  its  administration 
have  been  several  times  reported,  but  never  during  labour,  and  I 
know  of  no  reason  why  it  should  not  be  given  without  apprehension 
provided  the  dose  is  below  25  gr. 

Conclusions. — 1.  That  antipyrin  in  doses  of  fifteen  grains,  repeated 
at  proper  intervals,  is  a  remedy  of  great  value  in  the  dilating  stage  of 
labour,  and  more  especially  in  primiparae,  but  that  its  uncertainty  of 
action  renders  it  less  reliable  than  chloral.  2.  That  during  the 
expulsive  stage  of  labour  it  is  useless  as  an  analgesic,  in  whatever 
way  it  may  be  administered.  3.  That  in  certain  kinds  of  after-pains 
it  is  very  efficacious.  4.  That  it  is  without  any  ecbolic  properties, 
and  has  little  or  no  effect  on  the  frequency  of  occurrence  of  labour 
pains  during  the  dilating  stage,  and  does  not  aid  dilatation  of  the 
os  uteri.  5.  That  the  effect  of  the  drug  appears  to  be  more  marked 
on  impressionable  and  neurotic  women  and  those  of  dark  com¬ 
plexion  and  spare  frame  than  on  others.  6.  That  it  should  never 
be  given  by  mouth  without  the  addition  of  a  diffusible  stimulant. 
— Lancet,  Sept.  20,  1890,  p.  605. 


85.— ON  HEMORRHAGES  OCCURRING  DURING  PREGNANCY. 

By  A.  E.  Aust-Lawrence,  M.D.,  Physician- Accoucheur 
to  the  Bristol  General  Hospital. 

[Dr.  Aust-Lawrence  does  not  include  the  consideration  of  placenta 
praevia  in  his  paper.  He  says  :] 

The  object  of  this  paper  is  to  put  before  the  profession  those 
cases  where  a  woman  is  pregnant  yet  loses  blood  per  vaginam 
either  at  regular  intervals  or  irregularly.  To  begin  with,  we  will 
assume  that  the  woman  is  pregnant,  that  under  perfectly  normal 
conditions  she  ought  not  to  see  any  discharge  of  blood  from  the 
date  of  conception  to  the  advent  of  labour,  but  we  have  to  look  at 
one  form  of  hemorrhage,  which  is,  to  a  certain  extent,  natural,, 
namely : — 

Persistence  of  Menstruation. — It  is  not  impossible  that  a  woman 
may  be  pregnant  and  yet  have  a  discharge  of  blood  from  the 
uterine  cavity  before  the  two  deciduae  have  come  in  contact, 
which  will  in  no  wise  interfere  with  the  progress  of  development. 
Whether  this  is  to  be  regarded  as  a  menstrual  period  after  concep¬ 
tion,  and  whether  an  ovum  has  escaped  after  the  fecundation  of  a 
previously  escaped  one,  I  shall  not  enter  upon.  My  subject  is 
essentially  a  practical  one,  and  I  am  willing  to  admit  that  one 
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real  period  may  take  place  after  conception,  but  not  more  than  one  ; 
the  seeming  menstrual  acts  which  do  take  place  can  be  explained 
by  some  of  the  various  causes  of  hemorrhage  which  I  shall  relate 
further  on.  I  cannot  enter  upon  the  question  of  ovulation,  either 
with  or  without  uterine  hemorrhage.  One  point  there  can  be  no 
doubt  about,  and  that  is,  that  when  once  the  uterus  has  acquired 
the  habit  of  bleeding  periodically  we  see  this  habit  kept  up  in  the 
various  diseased  conditions  of  the  uterus  long  after  ovulation  must 
have  ceased.  We  often  find  that  greatly  increased  hemorrhages 
at  certain  definite  intervals,  do  occur.  One  can  quite  understand 
that,  if  conception  occurs  just  prior  to  the  advent  of  a  menstrual 
period,  that  period  will  come  on,  but  most  likely  modified  in  its 
duration  and  amount  of  discharge  lost,  and  I  also  admit  the 
possibility  of  one  period  subsequent  to  the  impregnation  ;  but,  as 
a  rule,  these  are  not  the  cases  that  we  are  consulted  about.  Iu 
these  cases  the  error  that  happens,  as  a  rule,  is  only  that  of  mis¬ 
calculating  the  date  of  confinement,  the  amount  of  blood  lost  not 
being  more  than  an  ordinary  period,  and  very  often  much  less. 
We  must  dismiss,  then,  in  my  opinion,  persistence  of  menstruation 
as  a  cause  of  bleeding  in  pregnant  women,  except  in  very  rare 
cases,  such  as  in  double  uteri  and  extrauterine  gestations.  The 
probability  of  one  period  may  be  admitted,  but  other  causes,  to  be 
mentioned  as  we  go  on,  will  explain  the  majority  of  cases,  only  one 
must  not  lose  sight  of  the  fact  I  have  already  alluded  to,  namely, 
the  tendency  of  all  uterine  hemorrhages  to  be  more  or  less  periodic, 
and  given  a  woman  who  loses  a  little  blood  more  or  less  constantly 
from  the  uterus,  she  will  lose  a  great  deal  more  at  what  would, 
under  ordinary  circumstances,  be  a  menstrual  period. 

The  second  cause  of  bleeding  in  pregnant  women  is  one  I  have 
often  noted,  namely,  from  a  granular  and  eroded  os  and  cervix 
uteri  not  malignant.  Here  we  have  a  pregnant  woman  who  loses 
a  little  blood  at  irregular  intervals,  increased  in  amount  at  what 
would  be  the  periods;  or  she  constantly  passes  a  dirty  brown 
mucus  in  large  or  small  quantities,  varying  with  the  hemorrhages 
above  mentioned.  In  these  cases  all  we  have  to  do  is  to  examine 
the  woman  and  recognise  at  once  the  cause.  I  have  seen  twel  ve 
cases  of  this  form.  The  application  of  nitric  acid  to  the  granular 
surface  soon  causes  the  parts  to  assume  their  natural  state.  Astrin¬ 
gent  injections  will  sometimes  cure  these  cases  without  any  other 
treatment.  In  some  cases  the  granular  state  we  see  is  complicated 
with  a  similar  condition  high  up  the  cervical  canal,  and  possibly 
extends  into  the  uterus ;  then  nothing  is  of  any  good  to  stop  the 
bleeding,  which,  if  excessive,  would  soon  run  the  patient  down ; 
all  we  can  do  in  these  cases  is  to  induce  abortion. 

I  regard  this  form  of  bleeding  as  being  very  common,  and  con¬ 
stantly  overlooked  because  no  proper  examination  is  made.  If 
the  os  and  cervix  be  exposed  with  a  duck-bill  speculum,  the 
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granular  surface  is  easily  seen,  with  its  highly-developed  papillae, 
and  if  you  rub  these  with  a  sound  they  will  bleed ;  but,  in  simple 
cases,  where  the  disease  does  not  extend  up  the  canal  into  the 
uterus,  you  do  not  see  any  blood  coming  down  the  canal.  The 
direct  application  of  nitric  acid  cures  these  cases  like  magic  ;  but  if 
you  see  dark  blood  coming  down  the  canal,  you  may  rest  assured 
that  you  have  some  intrauterine  cause  of  hemorrhage  such  as 
I  shall  describe  further  on. 

The  third  kind  of  cases  includes  those  where  the  bleeding  comes 
from  the  cervix  owing  to  its  being  the  seat  of  malignant  disease. 
I  have  seen  several  cases  with  a  history  like  this  :  No  evidence  of 
any  disease  or  anything  unusual  until  pregnancy  has  taken  place, 
when  slight  hemorrhages  have  occurred  at  irregular  intervals ; 
sometimes,  however,  there  has  been  profuse  bleeding.  An  exami¬ 
nation  reveals  the  nature  of  the  case.  Under  most  circumstances 
the  best  treatment  is  at  once  to  induce  abortion.  You  check  the 
bleeding  to  a  great  extent,  and  you  lessen  the  woman’s  risk  by  not 
letting  her  go  on  to  full  term  with  an  increasing  disease  of  the 
cervix  uteri. 

Although  I  have  seen  six  cases  where  the  disease  of  the  cervix 
was  recognised  prior  to  the  delivery  at  full  term — simply  because 
the  woman  came  on  account  of  the  unnatural  discharge  of  blood 
— yet  1  have  seen  a  very  much  larger  number  where  there  has 
been  no  doubt  but  that  the  disease  existed  prior  to  delivery,  from 
the  history  which  I  obtained ;  but  the  women  only  came  under 
observation  after  confinement,  most  of  them  being  supposed  to 
suffer  from  some  of  the  many  post-puerperal  conditions  which 
induce  menorrhagia.  In  all  these  cases  the  disease  was  already 
far  advanced,  and  in  all  the  fatal  termination  was  most  rapid. 

Certain  forms  of  vaginal  hemorrhage  must  not  be  overlooked,  as 
the  following  case  shows :  A  woman  was  six  months  pregnant, 
and  began  to  bleed  profusely.  The  doctor  in  attendance  thought 
it  was  a  case  of  placenta  prtevia,  and  induced  abortion.  The 
bleeding  went  on ;  he  then  washed  out  the  uterus  with  solution  of 
perchloride  of  iron.  The  bleeding  stopped  for  two  days,  then 
recurred  very  badly.  I  was  then  asked  to  see  her  with  her  doctor, 
and  immediately  on  passing  my  finger  into  the  vagina  recognised 
an  ulcerating  malignant  growth  of  the  anterior  vaginal  wall,  about 
an  inch  long  and  half  an  inch  broad,  beginning  half  an  inch 
posterior  to  the  meatus  urinarius.  Of  course  the  explanation  why 
the  bleeding  ceased  when  the  solution  of  iron  was  injected  was 
simply  this,  that  as  the  solution  ran  down  from  the  uterus  it  went 
over  the  vaginal  sore.  It  was  a  case  of  primary  vaginal  cancer, 
and  proved  rapidly  fatal. 

J  have  seen  very  troublesome  bleeding  in  pregnant  women  from 
vascular  growths  at  the  meatus,  also  from  rupture  of  some  of  the 
vaginal  veins,  most  probably  due,  I  believe,  to  coitus,  although 
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possibly  in  some  cases  to  straining-  at  stool.  Of  course,  one  may 
see  cases  where  bleeding  from  the  urinary  tract  may  give  rise  to 
the  idea  of  its  being  uterine;  but  an  examination  will  clear  up 
these  cases,  as  well  as  those  where  the  bleeding  may  come  from 
the  rectum. 

We  come  now  to  consider  the  part  the  placenta  may  play  in  these 
hemorrhages ;  and  I  take,  first,  those  cases  where  the  position  of 
the  placenta  is  normal,  but  its  constitution  is  wrong.  Either  there 
is  a  deficiency  of  trabecular  structure  which  does  not  give  proper 
support  to  its  vessels,  or  the  vessels  are  weak  from  fatty  degenera¬ 
tion.  Whichever  of  these  conditions  exists,  the  result  is  the  same ; 
the  placenta  is  very  soft  and  pulpy,  and  from  very  slight  causes 
blood  oozes  from  its  vessels,  and  either  escapes  into  the  amniotic 
cavity  or,  more  frequently,  passes  down  between  the  membranes 
and  the  wall  of  the  uterus,  and  escapes  externally.  If  in  spite  of 
rest  and  opium,  and  small  doses  of  ergot  the  bleeding  persists, 
then  clear  out  the  uterus.  I  have  seen  a  large  number  of  these 
cases,  and  have  never  regretted  acting  too  soon,  but  have  regretted 
sometimes  not  acting  soon  enough.  If  the  amount  of  blood  which 
a  woman  is  losing  is  telling  on  her  health,  you  must  check  it,  and 
there  is  only  one  way,  and  that  is  by  clearing  out  the  uterus.  In 
these  cases,  with  a  speculum,  you  can  see  the  blood  coming  directly 
from  the  cervical  canal;  it  is  most  usually  dark,  and  often  the 
woman  has  pains  like  those  that  occur  early  in  labour. 

We  now  take  another  class,  where  the  construction  and  position 
of  the  placenta  are  normal,  and  yet,  from  an  accident,  separation  of 
the  placenta  has  taken  place,  with  the  result  of  one  of  two  things  : 
(a)  hemorrhage,  external ;  ( b )  hemorrhage,  internal.  If  the  hemor¬ 
rhage  is  external,  of  course  it  is  visible,  and  if  there  is  much  loss, 
and  you  cannot  check  it,  do  not  try  and  be  too  refined  in  your 
diagnosis  as  to  whether  it  is  accidental  hemorrhage,  placenta 
prsevia,  or  the  form  of  hemorrhage  I  mentioned  in  the  last  class. 
Realise  at  once  the  position  of  the  woman,  and  clear  out  her 
uterus ;  she  has  no  safety  as  long  as  the  placenta  is  separated,  and 
bleeding  is  going  on. 

Again,  take  the  second  variety,  where  the  bleeding  is  internal ; 
these  are  the  cases  to  try  a  medical  man.  The  woman  is  bleeding 
into  her  uterine  cavity  either  between  the  membranes  or  wall  of 
the  uterus,  or  into  the  amniotic  cavity  itself.  There  is  no  external 
evidence  of  hemorrhage,  yet  every  symptom  the  woman  has 
points  to  the  loss  of  blood.  You  exclude  loss  from  every  conceiv¬ 
able  place — mouth,  bladder,  bowels,  and  vagina ;  you  have  positive 
history  of  sudden  pain,  and  tension  in  the  uterus,  faints,  etc. 
Your  only  chance  of  saving  that  woman  is  in  clearing  out  her 
uterus ;  and  if  you  do  not  see  the  patient  early  the  probability  is 
that  in  spite  of  all  she  will  die. — Brit.  Med.  Jour.,  May  10,  p.  1065. 
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86.— ON  THE  USE  OF  THE  VAGINAL  DOUCHE  IN 

MIDWIFERY. 

By  William  T.  Lusk,  M.D.,  Professor  of  Obstetrics  in  the  Belle 

Vue  Hospital,  New  York. 

The  use  of  the  vaginal  douche  in  childbed  as  a  routine  practice 
is  now  happily  a  thing  of  the  past.  Still,  there  is  a  widespread 
belief  that  intra-uterine  irrigation  is  the  true  treatment  for  puerperal 
fever.  But  the  case  is  not  so  simple.  It  is  necessary  to  differentiate. 

Puerperal  women  are  not  exempt  from  febrile  disorders  other 
than  those  due  to  sepsis.  Before  the  douche  is  used  the  breasts 
should  be  examined.  The  douche  can  help  but  little  in  acute  and 
suppurative  inflammations  awakened  by  labour  and  in  patients  who 
have  had  chronic  unilateral  salpingitis  antedating  pregnancy.  In 
cases  of  true  puerperal  infection,  due  to  the  penetrative  form  of 
micrococci  and  associated  with  spreading  forms  of  inflammation,, 
the  use  of  the  douche  is  probably  idle  and  no  more  effective  than 
washing  the  surface  of  the  skin  in  an  external  erysipelatous 
process;  and  yet  it  is  common  to  persist  in  the  practice  in  spite  of 
negative  results. 

The  douche  repeated  at  short  intervals  is  not  unattended  with 
drawbacks.  Thus,  it  interferes  with  the  localizing  processes  by 
which  most  of  the  pelvic  inflammations  become  self-limited ;  it 
helps  to  extend  the  morbid  condition  of  the  uterine  cavity  to  the 
tubes,  and  if  continued  long  enough  paralyzes  the  uterine  walls,  so 
that  after  death  the  fundus  is  found  to  contain  a  dirty  pool  alive 
with  bacteria. 

The  employment  of  the  douche  in  fevers  resulting  from  the 
absorption  of  toxine  due  to  the  putrefaction  of  clots,  membranes, 
and  bits  of  placenta  within  the  uterus,  on  the  other  hand,  is 
followed  by  immediate  favourable  results  and  by  the  prompt 
disappearance  of  danger.  But  it  is  to  be  remembered  that  this  is 
a  clumsy  attempt  to  remedy  the  results  of  past  remissness. 

The  indications  for  the  douche  as  popularly  employed  are 
especially  vague.  One  man  is  governed  by  the  odour  of  the  lochia, 
but  the  odour  in  ordinary  catarrhal  endometritis  is  offensive,  and 
yet  all  such  cases  recover  unless  aggravated  by  the  douche.  Again, 
as  Bumm  has  pointed  out,  the  products  of  tissue  disintegration  may 
be  virulently  poisonous  and  yet  the  odour  may  be  absent.  Others, 
again,  use  the  douche  when  the  temperature  reaches  102°.  But  the 
temperature-guide  leaves  out  of  sight  the  multitude  of  temporary 
temperature  elevations  due  to  trivial  local  troubles,  to  psychical 
causes,  and  to  malaria. 

My  own  belief  is  that  the  intra-uterine  douche  in  childbed  is  not 
indicated  except  when  there  has  been  slovenly  help  rendered  by 
the  attendant  at  the  time  of  childbirth.  Usually  a  single  douche 
is  sufficient  and  should  always  be  preceded  by  thorough  vaginal 
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disinfection.  I  still  prefer  the  bichloride  solution  (1  :  3000),  but 
inject  slowly  and  not  more  than  a  quart.  Then  I  take  great  pains 
to  secure  good  contractions,  in  order  to  expel  all  of  the  injected 
fluid.  I  would  strongly  recommend,  after  the  douche,  the  introduc¬ 
tion  of  the  iodoform  “  bacillus  ”  (two  and  one-half  drachms  of 
iodoform).  If  the  fever  persists  it  is  sometimes  desirable  to  follow 
the  advice  of  Doleris,  and  explore  the  uterine  cavity  with  the 
curette  for  retained  bits  of  tissue.  But  it  is  time  to  stop  treat¬ 
ment  at  this  point.  There  is  nothing  more  fatuous  than  the 
expectation  of  curing  the  patient  by  redoubling  the  vigour  of  the 
treatment. — New  York  Medical  News,  May  31,  1890.  p.  585. 

87.— ON  A  CASE  OF  PORRO- CESAREAN  OPERATION. 

By  William  Cadge,  F.R.C.S.,  Surgeon  to  the  Norfolk  and 

Norwich  Hospital. 

I  submit  the  following  case  for  two  reasons :  First,  because  it 
possesses  intrinsic  points  of  interest ;  and  second,  because  there  is 
still  much  difference  of  opinion  as  to  the  proper  course  to  be 
adopted  in  certain  cases  of  obstructed  labour,  and  it  is  well  to  bring 
out  every  case  bearing  on  the  subject. 

Whether  Caesarean  section  should  wholly  or  in  great  part  sup¬ 
plant  the  induction  of  premature  labour  or  craniotomy  ;  abdominal 
section  having  been  done  and  the  child  extracted,  should  the 
uterus  be  amputated  or  should  it  be  left  in  situ  and  stitched  up  ; 
and  if  left  in  the  abdomen,  should  the  woman  be  sterilised  by  the 
removal  of  the  ovaries  or  by  ligaturing  the  tubes,  or  should  she  be 
allowed  to  incur  the  risk  of  repeated  pregnancies  P  These  are  some 
of  the  unsettled  questions  which  I  do  not  intend  fully  to  discuss, 
all-important  as  they  are,  seeing  that  they  have  frequently  been 
brought  before  the  profession  during  the  last  few  years  in  all 
countries,  and  it  seems  now  only  to  require  experience,  honestly 
recorded,  to  decide  them. 

Let  me  then,  as  briefly  as  I  can,  report  a  case  of  Porro-Caesarean 
operation,  the  only  one,  so  far  as  I  know,  that  has  occurred  in  the 
Eastern  Counties.  I  will  begin  at  the  beginning,  or,  rather  adopt¬ 
ing  the  Spanish  method  of  reckoning  the  age  of  a  person  nine 
months  before  birth,  soon  after  the  beginning,  and  say  that  while 
in  utero  this  patient  had  hydrocephalus.  Her  birth  was  hard 
to  accomplish.  Mr.  Gillett,  of  Brooke,  who  acted  on  her  behalf, 
has  told  me  that  he  applied  the  forceps  but  could  not  effect 
delivery  until  he  had  punctured  the  fontanelle  and  evacuated  a 
very  large  quantity  of  hydrocephalic  fluid.  Strange  to  say,  she 
lived  and  grew  up,  that  is,  to  the  very  limited  extent  of  46^  inches. 
With  this  dwarfish  stature  she  had  to  a  slight  extent  rachitic 
limbs,  and,  as  a  legacy  from  her  prehistoric  hydrocephalus,  a  large 
head.  Her  head  measured  24  inches  in  circumference,  fully  one 
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inch  more  than  the  head  of  any  member  of  our  medical  staff. 
[The  illustration  accompanying  this  article  is  taken  from  a  photo¬ 
graph  supplied  by  Mr.  Cadge.] 

At  the  age  of  27  she  again  became  pregnant.  She  was  admitted 
into  the  hospital  in  March  of  this  year,  a  few  weeks  before  her  expected 
confinement,  and  I  found  that  the  antero-posterior  pelvic  diameter 
was  not  more  than  an  inch  and  a  half.  We  consulted,  and  decided 
that  abdominal  section  and  amputation  of  the  uterus  should  he 
done  shortly  before  labour  commenced.  Accordingly  on  March 
25th  an  incision  through  the  abdominal  wall  of  4  to  5  inches  was 
made  below  the  umbilicus;  two  flat  sponges  -were  then  inserted  to 
prevent  blood  or  liquor  amnii  getting  into  the  peritoneal  cavity ; 
a  small  opening  was  made  through  the  thin  uterine  wall,  and 
extended  vertically  by  twro  fingers.  The  liquor  amnii  escaped, 
and  the  foetus  was  easily  extracted  by  the  head,  and  the  funis 
tied.  The  uterus  contracted,  threw  off  the  placenta,  and  was  easily 
drawn  out  ^through  the  abdominal  wound.  Another  sponge  was 
put  in  its  place,  and  the  wire  of  the  sej're-noeud  was  quickly  placed 
round  the  cervix,  fastened  and  tightened  sufficiently  to  arrest 
“bleeding,  hut  not  tight  enough  to  cut  the  uterine  tissue.  A  stout 
needle  was  then  passed  through  the  cervix  close  to  the  encircling 
wire  to  prevent  its  slipping ;  the  uterus,  with  its  appendages,  was 
clipped  off  with  scissors,  and  the  stump  trimmed  up  a  little  and 
covered  with  perchloride  of  iron.  The  external  wound  was 
carefully  closed  round  the  stump  of  the  cervix,  exactly  as  in  the 
old  days  of  clamp  and  ovariotomy. 

The  child  died  four  hours  after  its  birth.  The  patient  went  on 
well  for  a  few  days,  then  symptoms  indicative  of  pleurisy  ensued. 

So  far  as  the  abdominal  region  was  concerned,  all  went  well ; 
the  wound  healed,  the  clamp  came  or  was  clipped  away  on  the 
tenth  day ;  the  deep  depression  at  the  lower  end  of  the  wound, 
caused  by  retraction  of  the  uterine  stump,  gradually  filled  up  and 
healed,  so  that  as  far  as  the  operation  is  concerned,  the  case  is 
a  perfect  success.  But  the  patient  is  still  in  the  hospital  and  is 
still  far  from  well. 

The  more  direct  question  in  this  connection  is,  under  what  cir¬ 
cumstances  should  Caesarean  section  be  adopted  P  Here,  again, 
authorities  are  at  issue.  All,  however,  are  agreed  that  it  should  be 
done  in  cases  of  pelvic  deformity  in  which  the  antero-posterior 
diameter  is  less  than  two  inches  and  a  half  ;  for  obstructed  labour, 
due  to  pelvic  tumours,  whether  belonging  to  or  independent  of  the 
uterus,  when  the  tumour  cannot  be  pushed  up  so  as  to  allow  the 
labour  to  proceed ;  for  cases  of  rupture  of  the  uterus,  and  in  cases 
where  other  modes  affecting  delivery  have  failed.  Also  in  cases  of 
cancer  of  the  cervix,  the  mother’s  life  being  doomed,  she  should  be 
advised  to  allow  abdominal  section  with  the  view  of  saving 
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the  life  of  the  child.  But  ought  it  to  supplant  craniotomy 
altogether  F  Craniotomy  is  said  (and  it  must  he  admitted)  to  he  a 
difficult,  violent,  and  murderous  proceeding;  it  not  infrequently 
leads  to  the  death  of  the  mother,  and  of  necessity  it  sacrifices  the 
child.  I  do  not  quote  statistics  on  this  point  of  craniotomy 
maternal  mortality,  for  they  are  contradictory  and  unreliable,  hut 
it  must  not  he  forgotten  that  when  the  mother  escapes  with  life, 
the  rough  proceeding — and  it  is  always  very  rough — too  often 
entails  vesical  or  rectal  fistulae.  Moreover,  it  does  nothing  to 
prevent  a  repetition  of  the  danger  from  a  subsequent  pregnancy. 
Abdominal  section — whichever  method  is  adopted — effectually 
obviates  this  last  danger ;  it  will,  in  all  probability,  preserve  the 
life  of  the  child,  but  what  about  the  danger  to  the  life  of  the 
mother?  I  will  not  load  this  paper  with  statistics,  but,  from  my 
own  study  of  them,  I  am  inclined  to  say  that  in  favourable  cases, 
such  as  we  are  likely  in  future  to  have — such  as  this  one  which  I 
have  reported — in  which  the  operation  is  undertaken  deliber¬ 
ately,  wTith  the  time  chosen,  with  full  assistance,  and  when 
no  exhausting  attempts  at  forcible  delivery  have  been  made,  we 
may  expect  to  reduce  the  mortality  to  10  or  15  per  cent,  or  less. 
Probably  the  maternal  mortality  of  craniotomy  is  not  much,  if  at 
all,  less  than  this. 

But  supposing  that  we  have  decided  to  resort  to  abdominal 
section,  which  method  should  be  adopted  P  Should  the  uterus 
and  its  appendages  be  amputated  as  in  the  case  I  have  related  ? 
Or  should  the  uterus  be  left  in  situ ,  the  wound  of  it  carefully 
stitched  up,  and  the  ovaries  removed  or  the  tubes  ligatured  so  as 
to  prevent  a  recurrence  of  pregnancy  ?  I  rather  think  that  most 
obstetricians  are  in  favour  of  leaving  the  uterus,  and  that  most 
abdominal  surgeons  are  in  favour  of  removing  it.  The  mortality 
of  the  two  plans  will  probably  be  found  to  be  nearly  equal. 
There  is,  however,  one  great  advantage  in  Porro’s  method-— it  is 
much  the  easier  operation  to  do,  and  therefore  when  a  practitioner 
is  abruptly  called  on  to  do  one  or  other  operation,  perhaps 
with  scant  assistance,  in  a  poor  and  insanitary  cottage,  and  possibly 
in  the  night,  there  can  be  no  doubt  that  Porro’s  method  is  the  best 
he  can  adopt.  I  do  not  go  as  far  as  Mr.  Lawson  Tait,  and  say  that 
it  may  be  done  in  less  time  than  it  takes  to  describe  it,  but  with  it 
there  is  no  elaborate  suturing  of  the  uterine  walls,  no  dealing  with 
the  ovaries  or  tubes  ;  the  time  occupied  is  probably  not  half  that 
required  for  Sanger’s  operation,  and  the  saving  of  time  is  always 
an  important  element  in  the  success  of  such  operations. 

It  may  be  said,  and  said  truly,  that  the  old  Caesarean  section  has 
many  a  time  been  done  under  these  adverse  circumstances, 
and  with  success  too  ;  but  success  was  always  the  exception  to  a 
sadly  fatal  rule,  and  occasional  success  will  not  justify  a  doubtful 
practice  —British  Medical  Journal,  July  19,  1890,  jn.  139. 
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38. -ON  SUPRA-VAGINAL  HYSTERECTOMY  WITH  SUSPEN¬ 
SION  OF  THE  STUMP  IN  THE  LOWER  ANGLE  OF 
THE  ABDOMINAL  INCISION. 

By  Howard  A.  Kelly,  M.D.,  Gynaecologist  to  the  Johns 
Hopkins  Hospital,  Baltimore,  U.S.A. 

The  method  here  proposed  is  limited  to  cases  conceded  to  be 
most  favourable  for  operation — those  in  which  there  naturally 
exists  a  pedicle,  or  in  which  it  is  possible  to  form  a  pedicle  below 
the  tumour  masses.  I  do  not  wish  to  consider  atypical  cases,  in 
which  total  ablation  of  the  uterus  (panhysterectomy)  is  called  for, 
or  those  in  which  the  uterus  from  fundus  to  cervix  is  a  mass  of 
fibroid  tumours.  I  also  purposely  avoid  the  important  question  as 
to  the  best  method  of  forming  a  pedicle  when  the  broad  ligament 
is  choked  with  fibroid  tumours. 

I  have  adopted  in  these  cases  an  original  method  combining  the 
advantages  and  eliminating  many  of  the  dangers  of  Hegar’s  and 
Schroder’s  methods — the  ordinary  extra-  and  intra-peritoneal 
methods.  The  operation  consists  of  seven  steps,  as  follows  : 

First.  A  long  incision  in  the  linea  alba  for  the  delivery  of  the 
myomatous  uterus. 

Second.  The  elevation  of  the  tumour  until  the  pedicle  is  brought 
into  view  for  treatment  by  tying  the  broad  ligament  structures,  or 
for  enucleation  of  tumours  from  the  broad  ligament  until  a  pedicle 
is  formed,  when  the  rubber  ligature  is  applied  and  tied  tightly, 
controlling  the  circulation. 

Third.  The  tumour  is  cut  away  from  one  to  two  inches  above 
the  rubber  ligature,  by  first  splitting  the  peritoneum  and  then  cupping 
out  the  upper  face  of  the  stump,  cutting  with  each  stroke  down 
toward  the  vaginal  canal.  The  cervical  canal  must  next  be  care¬ 
fully  dissected  out  and  its  site  well  cauterized. 

Fourth.  This  consists  in  the  closure  of  the  raw  face  of  the 
stump  by  uniting  the  opposite  sides  by  means  of  a  continuous 
buried  suture  of  catgut.  The  last  row  of  sutures,  which  brings 
the  peritoneal  surfaces  into  apposition,  is  of  interrupted  silk  sutures, 
with  the  long  ends  left  uncut,  for  a  purpose  to  be  described  later. 
All  of  these  sutures,  buried  and  superficial,  must  be  applied  with 
the  view  of  controlling  the  circulation  as  well  as  securing  approxi¬ 
mation.  They  must,  therefore,  be  drawn  tight,  and  must  encircle 
any  vessels  in  view. 

Fifth.  After  the  surface  of  the  stump  has  thus  been  closed  and 
there  remains  nothing  of  the  wound  but  the  linear  union  of  the 
peritoneal  surfaces,  the  rubber  ligature  is  cut  away,  and  the  lips 
of  the  wound  are  carefully  observed.  If  there  is  any  persistent 
oozing  the  nearest  uterine  artery  must  be  ligated.  This  is  accom¬ 
plished  by  grasping  the  long  ligatures  and  pulling  the  stump  to 
the  right  or  left,  exposing  the  site  of  the  left  or  right  artery.  A 
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stout  needle  armed  with  a  catgut  ligature  is  then  swept  boldly 
through  the  side  of  the  stump,  well  below  the  sutured  area  and 
tied,  thus  cutting  off  ail  communication  between  the  artery  and 
the  stump.  Both  arteries  may  he  treated  in  this  way  without  any 
danger  of  destroying  the  vitality  of  the  stump.  If,  however, 
there  should  he  no  flow  of  blood  from  the  closed  lips  of  the  stump, 
the  fifth  step  may  be  omitted. 

Sixth.  The  abdominal  incision  is  closed  down  to  the  stump, 
putting  in  a  drainage-tube,  if  needed,  well  above  the  stump. 
Following  this  the  parietal  peritoneum  of  the  abdominal  incision  is 
united  to  the  peritoneal  coat  of  the  stump,  below  the  lips  of  the 
stump,  by  means  of  a  continuous  catgut  or  silk  ligature ;  and  in 
this  way  the  stump  is  separated  from  the  peritoneal  cavity. 

Seventh.  The  wound  is  dressed  with  some  dry  antiseptic 
powder,  or  simply  packed  under  the  edges  of  the  skin,  around  the 
suspended  stump,  with  antiseptic  gauze.  Finally,  a  large  square  of 
gauze,  six  or  eight  folds  in  thickness,  with  a  small  slit  in  it,  is  pre¬ 
pared,  and  the  long  ligatures  which  unite  the  peritoneal  lips  of 
the  stump  are  pulled  through  the  slit.  These  are  lifted  well  up, 
and  grasped  by  a  pair  of  long  Keith’s  forceps  laid  horizontally  on 
the  body.  This  dressing  serves  effectually  to  keep  the  stump  from 
pulling  back  into  the  abdomen,  and  the  operator  has  at  all  times 
full  control  of  it  at  a  moment’s  notice  in  case  of  accident.  This 
gauze  can  be  changed  as  often  as  soiled.  Once  every  two  or  three 
days  is  usually  sufficient.  The  silk  sutures  uniting  the  peritoneal 
lips  of  the  wound  finally  either  come  away  or  are  cut  loose  and 
pulled  out  in  about  ten  days.  The  small  pit  which  is  thus  left  in 
the  lower  angle  of  the  abdominal  wound  over  the  stump  rapidly 
fills  by  granulation. 

This  method  has  distinct  advantages  over  internal  or  external 
methods  commonly  in  use.  It  is  better  than  dropping  the  stump 
back  among  the  intestines.  By  the  new  method  hemorrhage  is 
not  dangerous,  being  at  all  times  under  control.  The  danger  of 
sepsis  is  also  removed,  a  danger  to  which  large  numbers  of  cases 
have  succumbed  after  the  intra-peritoneal  treatment  of  the  stump. 
It  is  better  than  the  common  external  method,  because,  in  the 
first  place,  it  is  there  necessary  to  elevate  even  a  short  pedicle  far 
enough  to  attach  the  parietal  peritoneum  below  the  rubber  ligature. 
By  my  method  the  attachment  is  higher,  and  the  method  is, 
therefore,  better  for  short  pedicles,  doing  away  with  a  traction 
which  is  often  excessive.  Again,  when  the  rubber  ligature  is  left 
on,  it  is  impossible  to  limit  the  depth  of  the  slough  which  takes 
place  as  the  distal  end  drops  off,  and  it  will  readily  be  granted  on 
general  principles  that  a  method  which  constricts  any  part  of  the 
body,  and  waits  for  it  to  drop  off  by  sloughing  is  a  coarse  and  un¬ 
scientific  means  of  performing  an  amputation. — Philadelphia 
Medical  News ,  June  28,  1890,  p.  695. 
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89. — ' THE  SURGICAL  TREATMENT  OF  UTERINE  TUMOURS. 

By  W.  A.  Meredith,  M.B.,  C.M.,  Surgeon  to  the  Samaritan 

Hospital,  London. 

Until  ten  years  ago  the  results  obtained  in  this  branch  of 
abdominal  surgery  were  eminently  unsatisfactory ;  treatment  of 
the  uterine  stump,  whether  by  intra-peritoneal  ligature  or  by  extra- 
peritoneal  compression  with  the  old-fashioned  ovariotomy  clamp, 
being  followed  by  a  terrible  mortality,  due  either  to  hemorrhage 
or  to  septic  poisoning.  In  Sir  Spencer  Wells’s  tabulated  record  of 
hysterectomies  ( Ovarian  and  Uterine  Tumours,  1882),  of  seventeen 
cases  operated  on  within  the  four  years  immediately  preceding 
1880,  no  less  than  eight  proved  fatal — a  mortality  of  47  per  cent. 
As  a  consequence  surgical  interference  with  uterine  tumours  was 
formerly  looked  upon  with  disfavour,  all  the  greater  because 
of  the  erroneous  opinion  then  prevailing  that  such  growths  very 
rarely,  if  ever,  proved  dangerous  to  life.  In  1880  the  extra- 
peritoneal  treatment  of  the  uterine  stump  by  means  of  Koeberle’s 
serre-nceud  was  introduced  at  the  Samaritan  Hospital  by  my 
colleague  Dr.  Bantock.  Dr.  Keith,  then  of  Edinburgh,  who  up  to 
the  end  of  1879  had  performed  hysterectomy  six  times  with  but 
one  death,  by  the  help  of  this  instrument,  had  employed  it 
since  1873;  but  the  attention  of  the  profession  in  London  had 
apparently  not  been  directed  to  the  great  advantages  entailed  by 
its  use,  which  have  led  to  its  general  adoption  from  the  date  of  its 
first  introduction  here.  The  record  of  hysterectomies  performed 
by  this  method  in  the  Samaritan  Hospital  during  the  past 
four  years,  shows  82  operations  with  15  deaths — a  mortality 
of  18-2  per  cent.,  this  latter  figure  indicating  a  reduction  of  60 
per  cent,  on  the  death  rate  of  47  noted  above  as  here  prevalent 
previously  to  the  adoption  of  the  serre-noeud.  My  own  results  to  date 
in  connexion  with  this  operation,  show  6  deaths  out  of  30  cases ; 
but  of  these  fatalities  4  occurred  among  my  first  10  cases,  and  the 
remaining  2  among  my  last  20  patients,  thus  giving  a  reduced 
death-rate  of  but  10  per  cent,  in  this  latter  series  of  operations. 
My  object  in  mentioning  these  facts  is  to  point  out  that  success  in 
this  procedure  depends  greatly  upon  familiarity  with  its  details, 
not  alone  as  regards  the  management  of  the  tumour,  but  further  as 
concerns  the  proper  adjustment  and  treatment  of  the  uterine 
stump.  The  extraction  and  removal  of  tumours  chiefly  involving 
the  fundus  or  upper  portion  of  the  uterine  body — even  though  of 
considerable  size,  20  to  30  lbs.  in  weight — is  commonly  a  matter  of 
no  very  serious  difficulty,  and  need  not  here  detain  us.  But  in  a 
certain  proportion  of  the  cases  requiring  interference  on  account 
either  of  intractable  hemorrhage,  or  of  increasingly  injurious 
pressure  effects,  often  caused  by  the  presence  of  comparatively 
small  growths,  the  operation  is  by  no  means  a  simple  matter. 

YOL.  CII.  DD 


394 


OBSTETRICS  AND  GYNAECOLOGY. 


Complications  arising  from  extension  of  the  growths  beneath  one 
or  possibly  both  broad  ligaments,  with  accompanying  upward  dis- 
displacement  and  close  adherence  of  the  urinary  bladder  to  the 
anterior  surface  of  the  tumour — as  a  consequence  of  its  original 
development  from  the  lower  segment  of  the  uterine  body — often 
necessitate  extensive  enucleation  in  order  to  form  a  pedicle  for  the 
application  of  the  serre-nceud  wire.  Occasionally,  in  such 
instances,  the  removal  of  the  uterine  appendages  may  be  found 
feasible  ;  and  should  then  be  performed  in  place  of  the  alternative 
operation  of  hysterectomy.  But,  more  often  than  not,  in  cases  of 
■such  nature  as  that  above  described,  the  first-nanjed  procedure  is 
not  available  with  safety,  and  the  major  undertaking  has  to 
be  faced.  The  chief  dangers  entailed  thereby  are  due  to  hemorrhage, 
which  must,  in  the  first  place,  be  avoided  by  securing  the  ovarian 
vessels  in  either  side  of  the  uterus.  This  is  to  be  effected  by 
transfixion  and  ligature  of  both  broad  ligaments  below  the  level  of 
the  uterine  appendages,  and  followed  by  their  subsequent  division 
after  means  have  been  taken  to  control  the  return  circulation  from 
the  upper  portion  of  the  tumour,  by  the  use  of  compression  forceps. 
The  next  step  required  is  that  of  freeing  the  displaced  bladder  from 
its  connexions  with  the  anterior  surface  of  the  tumour.  With  this 
object,  a  horizontal  incision  through  the  capsule  of  the  growth, 
beginning  and  ending  at  the  seat  of  ligature  of  the  broad  ligament, 
is  carried  across  the  front  of  the  tumour,  passing  at  a  level  of  half 
an  inch,  or  rather  more,  above  the  upper  limit  of  the  adherent 
bladder,  which  is  then  stripped  downwards  sufficiently  to  avoid  its 
subsequent  inclusion  in  the  serre-nceud  wire.  Should  these  means 
not  suffice  for  securing  a  suitable  pedicle,  resort  must  be  had 
to  further  enucleation,  necessitating  the  constriction  of  the  base  of 
the  tumour  by  the  use  of  an  elastic  ligature  twice  looped, 
and  secured  by  clamping  with  artery  forceps.  Care  should 
be  taken  to  include  in  this  ligature  both  the  ovarian  pedicles,  and 
also  the  free  border  of  the  previously  divided  capsule  connected 
with  the  fundus  of  the  bladder.  A  horizontal  incision  throuh  theg 
uterine  capsule,  connecting  at  either  end  with  the  seat  of  ligature 
of  the  broad  ligament,  is  now  carried  across  the  posterior  aspect  of 
the  tumour,  the  base  of  which  is  then  rapidly  enucleated  sufficiently 
to  admit  of  the  application  of  the  serre-nceud  wire  below  the 
level  of  the  elastic  ligature,  which  is  subsequently  removed.  The 
ultimate  success  of  the  operation,  as  before  stated,  depends  in  great 
measure  upon  the  proper  adjustment  and  management  of  the  stump, 
by  the  adoption  of  means  for  ensuring  the  early  protection  of  the 
peritoneal  cavity  from  the  dangers  entailed  upon  it  by  the  necrosis 
of  the  tissues  constricted  by  the  wire.  The  tumour  having  been 
cut  away,  after  transfixion  of  its  pedicle  by  a  stout  pin  passed 
immediately  above  the  wire,  the  distal  portion  of  the  remaining 
stump  is  to  be  trimmed  down  as  much  as  possible,  and  its  raw  sur- 
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face  is  then  covered  in  "by  lacing  together  the  edges  of  its 
peritoneal  investment  with  a  continuous  suture.  The  margins  of 
the  divided  parietal  peritoneum  are  now  accurately  adjusted 
around  the  stump  in  the  groove  formed  by  the  wire,  before  being 
closely  united  at  its  upper  border  by  a  silk  suture,  which  should 
also  include  a  fold  of  the  peritoneum  covering  the  posterior  aspect 
of  the  stump  immediately  below  the  wire.  The  ends  of  this  stitch 
are  then  cut  off  short,  and  the  rest  of  the  abdominal  incision 
is  closed  in  the  usual  manner.  Finally,  the  stump  is  surrounded 
and  covered  in  with  dry  absorbent  dressings,  which  should  be  left 
undisturbed  for  at  least  fi  ve  or  six  days. — Lancet,  April  19,  p.  836. 

90.— ON  MALIGNANT  DISEASE  OF  THE  CORPOREAL 

ENDOMETRIUM. 

By  Henry  0.  Coe,  M.D.,  Surgeon  to  New  York  Cancer  Hospital. 

Under  malignant  disease  of  the  corporeal  endometrium  I  would 
include  in  their  relative  order  of  frequency  carcinoma,  sarcoma, 
and  adenoma. 

Primary  malignant  disease  of  the  corpus  uteri  is  unquestionably 
rare,  so  rare  indeed  that  no  careful  man  will  decide  that  he  has  a 
case  until  he  has  weighed  all  the  evidence  and  has  had  his  diagnosis 
absolutely  confirmed  by  the  pathologist,  and  that  only  after  the 
latter  has  examined  the  entire  uterus.  It  may  be  of  interest  to  call 
attention  to  the  fact  that  in  between  twenty  and  thirty  per  cent, 
of  the  reported  cases  of  malignant  disease  of  the  corpus  uteri,  the 
patients  were  sterile,  which  seems  to  show  that  pregnancy  and 
parturition  are  not  active  etiological  factors.  Sarcoma  is  more 
common  before,  and  carcinoma  and  adenoma  after,  the  menopause. 
In  my  experience  age  is  an  uncertain  element  in  the  diagnosis  of 
cancer ;  the  climacteric  is  a  far  more  important  index  of  the 
patient’s  liability  to  malignant  disease. 

Primary  cancer  of  the  endometrium  has  until  lately  been  thought 
to  assume  almost  invariably  the  form  of  epithelioma,  which 
develops  from  the  superficial  epithelium,  and  occurs  either  as  a 
diffuse  infiltration  of  the  endometrium  or  as  circumscribed  polypoid 
masses.  More  recently,  pathologists  are  coming  to  the  conclusion 
that  malignant  adenoma,  or  its  further  stage,  adeno-carcinoma, 
which  develops  from  the  glandular  epithelium,  occurs  more  com¬ 
monly  than  was  formerly  supposed.  It  may  be  stated  that  the 
practical  rule  will  be  found  to  be  a  good  one — to  regard  as  histo¬ 
logically  malignant  an  adenoma  which  infiltrates  the  submucous 
muscular  layer,  and  in  sections  of  which  we  find,  besides  the  usual 
glands,  nests  of  epithelial  cells  showing  a  well-marked  alveolar 
arrangement. 

The  gross  appearances  of  primary  epithelioma  of  the  corporeal 
endometrium,  as  I  have  observed  them,  vary  according  to  the 
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stage  of  the  growth.  The  mucous  membrane  may  be  studded  with 
small  cauliflower  masses,  varying  in  size  from  a  pin’s-head  to  a. 
marble,  or  there  may  be  a  general  infiltration  of  the  mucous  and 
submucous  layers  with  a  soft,  gelatinous  material,  or,  finally, 
necrotic  changes  may  have  produced  a  general  sloughing  surface, 
in  and  around  which  are  few  or  no  traces  of  the  original  growth. 
Diffuse  round-celled  sarcoma  (we  exclude,  of  course,  the  interstitial 
variety)  is  apt  to  be  softer  and  more  brain-like  in  character,  presents 
an  opaque,  grayish — rather  a  whitish — gelatinoid  appearance,  is  more 
vascular,  infiltrates  the  deeper  layers  more  slowly  than  epithelioma, 
and  necrotic  changes  occur  later.  But  it  is  impossible  to  make  a 
macroscopic  differentiation  between  these  two  varieties  of  malignant 
disease  ;  in  fact,  we  often  find  on  microscopical  examination  that 
the  same  specimen  presents  the  characteristic  appearances  of  both, 
so  that  Klebs  affirms  that  most  of  these  growths  should  be  described 
as  carcino-sarcoma. 

Considering  how  much  has  been  writ  ten,  regarding  the  symptoms 
and  diagnosis  of  malignant  disease  of  the  interior  of  the  uterus,  it 
would  seem  as  if  we  possessed  sufficiently  explicit  directions  for 
recognizing  even  the  most  doubtful  case.  In  point  of  fact  there  is 
nothing  in  the  whole  range  of  pelvic  diagnosis  which  is  more 
difficult.  The  classical  symptoms  of  carcinoma  and  sarcoma  of  the 
corpus  uteri  are  pain,  hemorrhage,  and  fetid  discharge.  Anybody 
can  recognize  a  typical  case — medical  or  surgical — but  as  concerns 
malignant  disease,  the  recognition  often  comes  too  late.  It  is  not 
enough  that  the  gynecologist  should  be  able  to  detect  its  existence 
at  a  stage  when  it  is  still  possible  to  entirely  remove  it ;  the  general 
practitioner  is  the  one  who  is  directly  responsible  for  the  vast 
majority  of  those  mournful  inoperable  cases,  which  are  referred  to 
us  at  a  time  when  we  can  only  pronounce  them  hopeless.  The 
point  which  I  wish  to  make  is  this:  As  general  practitioners  it  is 
your  duty  to  investigate  thoroughly  every  case  in  which  the  symp¬ 
toms  are  only  suspicious,  and  not  to  be  satisfied  until  you  have, 
either  in  person  or  with  the  aid  of  a  specialist,  absolutely  excluded 
malignant  disease. 

What  are  these  suspicious  symptoms  P  Not  severe,  lancinating 
pain,  because  that  is  a  later  symptom,  due  either  to  the  exposure  of 
nerve-endings  in  the  deeper  layers  through  ulceration,  or,  less  fre¬ 
quently,  to  accompanying  peritonitis  ;  not  an  offensive  discharge, 
because  this,  too,  marks  the  necrotic  processes  of  the  advanced  stage 
of  the  disease,  and  is  more  often  absent  than  present ;  not  the  so- 
called  “  cachexia,”  on  which  so  much  stress  is  laid,  for  that  is  simply 
due  to  the  septic  absorption  which  attends  extensive  ulceration  of 
the  malignant  growth.  Hemorrhage,  and  hemorrhage  of  an  irregu¬ 
lar  type,  is  the  symptom  which  should  awaken  sinister  suspicions, 
and  lead  to  a  careful  examination  of  the  patient,  especially  if  it 
occurs  after  the  menopause.  It  is  a  mistake  to  think  that  patients 
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“with  malignant  disease  have  from  the  outset  profuse  flooding,  as  do 
those  with  fibroid  uteri.  The  escape  of  blood  is  rather  an  occasional 
“  show,”  appearing  especially  on  exertion.  After  the  climacteric 
the  patient  sometimes  labours  under  the  delusion  that  her  menses 
have  returned;  before  that  time  she  may  think  that  it  is  only  some 
irregularity  of  menstruation.  A  slight  loss  of  blood  after  coition, 
which  is  so  significant  in  commencing  epithelioma  of  the  cervix,  is 
not  usually  observed  in  cancer  of  the  body. 

Sooner  or  later  other  symptoms  appear ;  first  pain,  then  a  gradual 
depreciation  of  the  vital  forces,  later  a  fetid  discharge,  though  the 
latter  is  often  conspicuous  by  its  absence.  An  attempt  has  been 
made  to  draw  a  sharp  line  between  epithelioma  and  round-celled 
sarcoma  of  the  endometrium,  though  the  distinction  can  hardly  be 
made  clinically.  With  sarcoma  the  patient,  who  has  usually  not 
reached  the  menopause,  has  menorrhagia  rather  than  atypical 
hemorrhages,  less  pain,  an  offensive  odour  is  less  often  noted  in  the 
discharge,  and  the  constitutional  disturbance  comes  later— in  fact, 
all  the  symptoms  make  their  appearance  slowly,  and  are  less  alarm¬ 
ing  at  the  first.  If  I  were  to  characterize  any  symptom  as  pathog¬ 
nomonic,  I  would  exclude  pain,  hemorrhage,  and  cachexia,  and 
would  choose  rather  the  peculiar  reddish,  watery  discharge,  “  like 
the  washings  of  raw  meat,”  as  a  German  writer  has  described  it. 
As  regards  general  symptoms,  patients  with  sarcoma  present  an 
extremely  pale,  anaemic  (often  dropsical)  appearance,  as  contrasted 
with  the  so-called  “cancerous  cachexia.” 

The  symptoms  of  adenoma  are  thus  described  by  Winckel : 
.  .  .  the  chief  symptoms  are  abdominal  and  sacral  pain, 

painful  spasmodic  contractions,  nausea,  profuse  watery  discharges, 
and  irregular,  frequent,  and  severe  hemorrhages.”  So-called 
“  uterine  tenesmus  ”  is  not  peculiar  to  malignant  disease  ;  too  much 
stress  is  laid  upon  it  by  some  writers. 

The  question  of  differential  diagnosis  is  an  extremely  practical 
and  important  one.  In  my  experience  the  two  conditions  which 
are  constantly  mistaken  for  malignant  disease  of  the  endometrium 
are  hyperplastic  endometritis  {endometritis  fangosd)  and  intra¬ 
uterine  fibroid,  especially  if  the  latter  is  sloughing.  The  history 
frequently  aids  us  but  little.  If  the  patient  is  in  the  prime  of  life, 
and  has  the  symptoms  which  we  usually  associate  with  subinvolu¬ 
tion  due  to  some  puerperal  lesion,  and  the  hemorrhage  is  a  pure 
menorrhagia,  with  no  inter  menstrual  flow  or  watery  discharge,  the 
probabilities  are  that  the  case  is  one  of  simple  fungous  endometritis. 
If  it  is,  the  dull-wire  curette  may  be  relied  upon  to  settle  the 
diagnosis,  for  however  doubtful  may  be  the  result  of  the  examina¬ 
tions  of  cancerous  and  sarcomatous  scrapings  (which  are  often  so 
necrosed  as  to  show  no  characteristic  appearances),  I  have  found 
that  there  is  seldom  any  doubt  about  the  microscopic  appearances 
of  “fungosities.”  During  the  five  years  in  which  I  was  pathologist 
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to  the  Woman’s  Hospital  I  had  ample  opportunities  for  observation* 
in  this  direction,  and  was  able  repeatedly  to  pronounce  against  the 
diagnosis  of  malignant  disease  by  an  examination  of  scrapings.  As 
negative  evidence  this  is  invaluable.  I  say  “negative,”  because  in 
many  cases  in  which  we  suspect  the  presence  of  sarcoma  the 
microscope  does  not  furnish  such  positive  evidence  as  we  could  wish.' 
This  I  showed  in  a  former  paper  on  “Sarcoma  Uteri.” 

I  am  glad  to  find  that  Heitzmann  (in  the  article  alluded  to)  is 
in  accord  with  me  on  this  point,  because  gynecologists  are  always 
complaining  of  the  want  of  positiveness  in  pathologist’s  reports  on 
scrapings.  This  hypertrophy  of  the  endometrium  is  a  common 
accompaniment  of  fibroid  tumours,  even  when  these  are  of  small 
size,  so  that  the  presence  of  the  latter  growths,  accompanied  by 
the  hemorrhages  referred  to,  need  not  cause  alarm.  As  is  well 
known,  the  menopause  may  be  delayed  in  consequence,  hence 
arousing  the  suspicion  that  a  malignant  growth  is  developing. 
Moreover,  pain  and  a  profuse  (but  not  fetid)  discharge  are  not 
seldom  present.  Yet  I  have  had  several  cases  at  the  Cancer 
Hospital  in  which  this  suspicion  was  so  strong  that  it  was  only 
allayed  after  two  or  three  thorough  scrapings,  with  careful  exam¬ 
inations  of  the  tissue  removed,  since  the  patients  had  the  pains  and 
decline  of  health  which  we  associate  with  cancer.  Twice  during 
the  past  week  I  have  operated  upon  patients  near  the  time  of  the- 
menopause,  who  had  been  carefully  watched  by  their  physicians 
for  months,  without  their  feeling  positive  that  the  condition  was 
not  more  serious  than  appeared  at  the  time  of  operation.  It  is 
always  gratifying  to  be  able  to  say  that  even  the  most  alarming 
symptoms  can  be  referred  to  intra-uterine  growths  of  a  benign 
character.  A  small  submucous  polypus  will  sometimes  give  rise 
to  symptoms  which  closely  simulate  those  of  malignant  disease. 
When  we  remember  that  these  growths  may  become  sarcomatous, 
it  is  evident  that  they  are  not  entirely  harmless.  There  is  only 
one  sure  way  in  which  to  settle  the  diagnosis,  and  that  is  to  dilate 
the  cervical  canal  (preferably  with  tents;  and  to  explore  the  uterine 
cavity  with  the  finger,  as  well  as  with  the  curette.  I  consider  my 
failure  to  do  this  in  two  of  my  cases  of  extirpation  as  reprehensible,, 
though  the  diagnosis,  based  on  symptoms  and  the  examination  of 
scrapings,  was  confirmed  after  removal  of  the  uterus.  We  need  all 
the  evidence  that  we  can  obtain,  and  ought  not  to  venture  upon  a 
serious  operation  as  long  as  any  reasonable  doubt  exists  as  to  the 
nature  of  the  disease. 

Hemorrhage  after  the  climacteric  has  been  fully  established  is,, 
of  course,  a  very  significant  symptom,  and  when  accompanied  by 
pain,  offensive  discharge,  and  declining  health  is  pathognomonic  ; 
but  even  under  these  circumstances  it  is  our  duty  to  ascertain  the 
exact  condition  of  the  endometrium.  I  have,  in  common  with  other 
gynecologists,  removed  sloughing  polypi,  which  have  caused  the 


OBSTETRICS  AND  GYNAECOLOGY. 


399 


patient  and  her  physician  grave  anxiety,  and  have  seen  these 
symptoms  disappear  promptly. 

With  regard  to  the  treatment  of  malignant  disease  of  the  cor¬ 
poreal  endometrium  I  think  there  should  be  little  difference  of 
opinion  at  the  present  day.  Provided  that  the  diagnosis  has  been 
made  sufficiently  early,  while  the  uterus  is  still  movable  and  the 
patient  is  in  fair  condition,  there  is  only  one  course  to  pursue — to 
extirpate  the  diseased  organ  without  delay.  I  believe  that  the 
vigorous  application  of  the  sharp  spoon  or  curette  to  the  uterine 
endometrium  under  these  circumstances,  as  recommended  by  some 
eminent  gynecologists,  is  attended  with  great  danger ;  in  fact  I 
made  an  autopsy  in  a  fatal  case  of  perforation  by  the  sharp  curette 
and  removed  a  uterus  per  vaginam,  the  wall  of  wffiich  would  cer¬ 
tainly  have  been  scraped  through,  even  with  the  exercise  of  the 
greatest  care.  What  do  we  accomplish  by  so-called  palliative  treat¬ 
ment  P  If  the  patient  is  in  the  early  stage  of  the  disease,  we  injure 
her  chances  of  recovery  from  a  subsequent  radical  operation  :  if 
ulceration  is  already  advanced  and  the  uterine  wall  is  generally 
infiltrated  and  softened,  we  expose  her  to  the  imminent  risk  of 
death  from  perforative  peritonitis.  An  occasional  application  of 
pure  carbolic  acid  or  iodine  and  antiseptic  injections  (especially  of 
creolin)  are  all  that  most  surgeons  will  venture  to  use  after  they 
have  decided  that  extirpation  of  the  uterus  is  unjustifiable. 

It  would  be  unjust  not  to  refer  in  this  connection  to  the  excellent 
results  obtained  by  Pawlik  and  Byrne  with  the  gal vano- cautery, 
even  in  cases  of  carcinoma  of  the  corpus  uteri.  The  latter  states 
that  in  four  out  of  eight  cases  of  primary  cancer  in  which  he  used 
the  cautery  the  average  period  of  relief  from  hemorrhage,  pain,  and 
foul  discharges  was  two  years.  It  is  unnecessary  to  add  that  only 
one  who  has  had  the  most  extended  experience  with  this  instrument 
(and  they  are  very  few)  should  venture  to  introduce  it  within  the 
uterine  cavity  under  the  conditions  mentioned. 

I  have  come  to  the  conclusion,  after  a  careful  review  of  the 
statistics  of  vaginal  hysterectomy  and  personal  observations  in 
twenty  cases,  that  the  only  cases  in  which  vaginal  hysterectomy 
is  justifiable  are  those  of  carcinoma,  sarcoma,  and  recurrent 
adenoma  of  the  corpus  uteri  in  which  the  patient  has  been  under 
observation  sufficiently  long  to  have  the  diagnosis  established,  and 
an  examination  of  the  uterus  and  its  interior  under  ether  has 
demonstrated  both  the  nature  of  the  disease,  the  mobility  of 
the  uterus,  and  the  absence  of  serious  complications,  either  visceral 
or  in  the  glands  and  perimetric  tissues.  This  may  be  a  narrow 
limitation  of  the  operation,  but  I  believe  that  it  will  one  day 
be  accepted  by  those  who  aim  at  remote,  rather  than  at  immediate, 
results  in  the  treatment  of  malignant  disease. 

I  am  not  able  to  make  a  positive  statement  with  regard  to  the 
ultimate  results  of  extirpation  of  the  uterus  for  cancer  of  the  cor- 
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pus  uteri,  as  compared  with  those  following  hysterectomy  for 
cancer  of  the  cervix,  but  in  suitable  cases  they  are  decidedly 
better.  Out  of  Kaltenbach’s  recently  reported  cases  of  vaginal 
extirpation  (sixty  in  number)  seven  were  for  malignant  disease  of 
the  corpus  uteri,  and  there  was  no  recurrence  in  any  of  them — I 
mean  under  the  conditions  which  I  have  already  mentioned 
as  alone  justifying  the  radical  operation.  Though  no  actual  data 
are  available,  gynecologists  agree  that  the  perimetric  tissues 
are  less  likely  to  be  involved  in  the  former  case,  and  therefore  that 
when  we  have  removed  the  uterus  we  have  eliminated  all  the 
disease.  On  the  other  hand,  the  average  duration  of  life  in  cases 
of  untreated  cancer  of  the  body  is  thirty-one  months  (Pichot). 
Sarcoma  may  run  a  course  of  two  or  three  years,  and  patients  with 
adenoma  may  live  still  longer  with  palliative  treatment.  That 
there  is  always  an  element  of  doubt,  even  in  the  most  favourable 
cases,  was  shown  in  two  instances  in  which  I  performed  autopsies 
upon  patients  who  were  in  good  condition  at  the  time  of  the  opera¬ 
tion,  which  was  uncomplicated  ;  one  patient  with  sarcoma  of  the 
corpus  uteri  had  metastatic  deposits  in  the  intestines,  the  other 
with  cancer  of  the  body  of  the  uterus  had  both  lungs  studded 
with  cancerous  nodules,  but  in  neither  instance  were  there 
any  evidences  of  secondary  malignant  disease  within  the  pelvis. 
Consequently,  when  we  speak  of  “  curing  ”  these  patients  we  must 
not  be  over-confident.  All  that  we  can  say  is  that  in  favourable 
cases  of  cancer  of  the  body  of  the  uterus  we  may  hope  to  relieve 
the  patient  for  a  considerable  period,  to  prolong  her  life  for  two  or 
three  years,  or  rarely  for  five  or  ten  ;  that  in  cases  of  sarcoma  of 
short  duration  the  prospect  of  permanent  relief  after  hysterectomy 
is  still  better,  while  in  those  of  adenoma  which  has  not  yet 
assumed  a  well-marked  malignant  type  there  is  every  reason  to 
expect  that  the  patient  will  be  cured  by  extirpation  of  the  uterus. 
• — New  York  Medical  Record,  April  5,  1890,  p.  869. 


91.— ABSTRACT  OF  A  CLINICAL  LECTURE  ON  THE 
DIAGNOSIS  AND  TREATMENT  OF  HYDATIDIFORM  MOLE. 

By  Dr.  Arthur  H.  N.  Lewers,  M.D.,  M.R.C.P.,  Assistant 
Obstetric  Physician  to  the  London  Hospital. 

Cases  of  hydatidiform  mole  may  be  divided  into  two  classes : 
(1)  Where  the  case  first  comes  under  observation  at  a  time  when 
the  diagnosis  has  yet  to  be  made,  where  we  can  only  have  a 
strong  suspicion  as  to  the  nature  of  the  condition  present ;  and  (2) 
where  the  case  is  first  seen  when  the  os  uteri  is  well  dilated,  and 
the  mole  is  in  process  of  being  discharged.  In  such  cases  the  diag¬ 
nosis  is,  of  course,  obvious,  and  the  treatment,  if  any  is  needed, 
merely  consists  in  facilitating  the  expulsion  of  the  mass.  It  is  in 
the  first  group  of  cases  that  difficulty  arises,  and  to  arrive  at  a 
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probable  diagnosis  requires  a  careful  consideration  of  the  history, 
and  physical  signs  present.  The  history  is  usually  somewhat  as 
follows :  In  the  first  instance,  the  patient  missed  one  or  more 
periods,  and  in  consequence  believed  herself  to  be  pregnant ;  but 
this  interval  of  amenorrhcea  had  been  followed  by  irregular 
hemorrhagic  discharges.  If  she  is  observant,  she  may  have  noticed 
a  rapid  increase  in  the  size  of  her  abdomen.  Usually  this  is  all  the 
history.  No  doubt  it  may  happen  that  the  characteristic  cysts 
may  be  found  in  the  vaginal  discharge,  and  if  this  is  so  (and  we 
see  the  cysts  ourselves)  there  is  an  end  of  the  difficulty.  But 
much  more  frequently  no  cysts  are  observed  in  the  discharge, 
either  by  the  patient  or  by  trained  nurses  who  have  been  specially 
informed  as  to  the  importance  of  finding  the  cysts,  or  by  ourselves 
when  examining  the  patient.  In  other  words,  the  only  local 
symptom  is  in  most  cases  the  presence  of  a  red  vaginal  discharge. 
The  physical  signs  may  be  described  as  those  of  pregnancy,  except 
such  as  depend  on  the  actual  presence  of  the  foetus  ;  that  is  to  say, 
there  are  the  usuakchanges  in  the  breasts,  and  on  examining  the 
abdomen  we  find  a  uniform,  elastic  tumour,  centrally  situated,  and 
rising  out  of  the  pelvis,  over  which,  as  a  rule,  a  loud  uterine 
souffie  may  be  heard  ;  but  nothing  like  the  parts  of  a  foetus  can 
be  felt  on  palpating  the  tumour,  nor  can  the  foetal  heart  be  heard 
even  by  repeated  observations.  It  is  of  some  value  if  the  size  of 
the  tumour  is  much  greater  than  would  correspond  to  the  sup¬ 
posed  duration  of  the  pregnancy.  Per  vaginam,  similarly,  we  find 
the  signs  of  pregnancy,  except  those  that  depend  on  the  presence 
of  the  foetus.  So  that  we  may  have  blueness  of  the  vulva  and 
vagina,  softening  of  the  cervix,  the  recognition  usually  that  the 
tumour  observed  in  the  abdomen  is  the  body  of  the  uterus ;  but, 
on  the  other  hand,  ballottement  cannot  be  obtained,  nor  can  any¬ 
thing  like  a  part  of  a  foetus  be  felt  through  any  of  the  vaginal 
fornices.  As  a  rule,  the  speculum  shows  a  reddish  or  brown  dis¬ 
charge  coming  from  the  os  uteri. 

Given  a  case  with  the  history  and  physical  signs  mentioned,  a 
diagnosis  of  hydatidiform  mole  may  be  made  with  a  considerable 
degree  of  confidence,  and  the  right  treatment  is  to  empty  the 
uterus.  I  have  found  the  most  satisfactory  method  of  doing  this 
is  to  dilate  the  cervix  with  Hegar’s  dilators  till  the  os  will  admit 
the  finger,  and  then  to  remove  the  mole,  partly  with  the  fingers 
and  partly  with  ovum  forceps.  When  the  bulk  of  the  mass  has 
been  taken  away  and  the  uterus  has  contracted  down,  it  is  well  to 
go  over  the  whole  of  the  endometrium  gently  with  a  blunt  curette 
(such  as  Pecamier’s)  so  as  to  remove  any  small  fragments  remain¬ 
ing.  The  uterus  is  then  washed  out  with  hot  iodine  water  through 
a  double-channeled  intra-uterine  tube,  and  the  operation  is  at  an 
end.  Antiseptic  vaginal  douches  are  given  for  a  few  days 
.subsequently. — Lancet ,  May  3,  1890,  p.  953. 
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92.— ON  THE  DIAGNOSIS  AND  TREATMENT  OF 

METRORRHAGIA. 

By  Arthur  W.  Edis,  M.D.,  E.R.C.P.,  Senior  Physician  to  the 

Chelsea  Hospital  for  Women. 

Everyone  engaged  in  the  daily  routine  of  practice  must  fre¬ 
quently  have  met  with  cases  of  severe  uterine  hemorrhage  which 
puzzled  him  not  a  little,  both  as  to  their  diagnosis  and  treatment, 
caused  him  much  anxiety  and  worry  at  the  time,  and  possibly  led 
to  much  unpleasantness.  With  the  hope  of  throwing  some  light 
upon  the  nature  of  these  difficult  cases,  I  offer  the  following  re¬ 
marks,  trusting  they  may  prove  of  service  to  some. 

Of  all  the  organs  of  the  body,  the  uterus  alone  is  subject  to 
periodical  hemorrhages  as  a  natural  physiological  process,  during 
some  thirty  years  of  the  individual’s  existence.  This  function  is 
influenced  by  many  and  various  conditions,  both  general  and  local, 
often  exceedingly  difficult  to  understand.  Menorrhagia  must  not 
be  regarded  as  a  disease  or  entity  per  se,  for  which  one  method  of 
treatment  is  universally  applicable,  nor  is  it  necessarily  an  invari¬ 
able  evidence  of  disease,  for  it  may  be  merely  an  expression  of 
constitutional  or  general  vascular  tension,  the  uterine  mucous 
membrane  acting,  so  to  speak,  as  a  safety  valve,  the  hemorrhage¬ 
being  positively  beneficial,  and  affording  us  a  useful  hint  as  to 
treatment. 

In  attempting  to  deal  with  these  cases,  our  first  object  should 
be  to  arrive  at  a  correct  diagnosis  of  the  predisposing  and  exciting 
causes,  for,  until  this  be  determined,  any  treatment  must  be  em¬ 
pirical,  and  we  are  just  as  likely  to  be  doing  harm  as  good  in 
attempting  to  repress  the  hemorrhage  by  ordinary  routine  treat¬ 
ment.  The  principle  of  diagnosis  by  exclusion  is  one  which 
approves  itself  to  many,  and  for  general  purposes  is  to  be  com¬ 
mended,  determining,  in  fact,  to  what  cause  the  loss  is  not  due. 
This,  of  course,  can  only  be  done  by  knowing  beforehand  what  are 
the  most  likely  causes  of  severe  uterine  hemorrhage — the  possi¬ 
bilities,  so  to  speak — and  then  eliminating  one  after  the  other, 
until  we  have  left  only  two  or  more  probabilities.  It  is  more 
especially  in  attempting  to  deal  with  a  symptom  like  this  that  we 
see  the  importance  of  the  gynaecologist  being  a  good  all-round 
general  practitioner,  with  special  experience  in  uterine  disorders, 
not  a  mere  specialist,  who  can  see  nothing  amiss  in  a  patient  except 
through  a  vaginal  speculum. 

Before  even  attempting  to  make  a  local  investigation  of  the 
pelvic  organs,  we  should  be  careful  to  exclude  any  general  con¬ 
stitutional  conditions,  such  as  are  not  infrequently  met  with  from 
impairment  of  the  function  of  the  heart,  liver,  or  kidneys,  aggra¬ 
vated,  it  may  be,  by  the  injudicious  employment  of  alcohol,  which 
had  been  prescribed  with  a  view  of  relieving  the  more  distressing 
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symptoms.  Some  of  the  most  difficult  cases,  as  regards  diagnosis, 
occur  at  or  about  the  so-called  climacteric  period.  Terminal 
floodings  are  by  no  means  infrequent.  A  patient  becomes  irregu¬ 
lar,  passes  over  an  interval  of  several  months  without  seeing 
anything,  and  then  has  profuse  uterine  hemorrhage.  This  may 
merely  imply  the  lessening  of  arterial  tension  at  the  surface  of 
least  resistance — Nature’s  method  of  affording  relief — or  it  maybe 
evidence  of  hepatic  congestion  due  to  the  abuse  of  alcohol,  a  mis¬ 
carriage,  or  the  first  indication  of  commencing  malignant  degener¬ 
ation  of  the  cervix  uteri. 

We  should  always  endeavour  to  get  as  clear  and  concise  a 
history  as  possible,  but  be  careful  to  elicit  facts  and  not  be  misled 
by  theories.  Having  satisfied  ourselves,  so  far  as  possible,  that 
the  hemorrhage  is  due  to  some  local  and  not  constitutional 
condition,  we  must  then  endeavour  to  determine  the  exact  nature 
of  this  lesion.  Speaking  generally,  the  most  frequent  local  causes 
of  metrorrhagia  will  be  found  to  be  threatening  miscarriage ; 
retained  products  of  conception  from  incomplete  abortion,  or 
retention  of  a  small  portion  of  placenta  ;  subinvolution  with  granu¬ 
lar  erosion  or  laceration  of  the  cervix  uteri ;  villous  endometritis  ; 
hsematocele ;  new  growths  in  the  form  of  polypi,  fibroids,  or 
malignant  disease  of  the  fundus  or  cervix  uteri ;  retroflexion  of  the 
uterus,  with  or  without  prolapse  of  one  or  both  ovaries. 

Exceptionally  we  must  not  overlook  the  possibility  of  extra- 
uterine  gestation,  cystic  degeneration  of  the  villi  of  the  chorion, 
and  inversion  of  the  uterus.  The  mere  fact  of  a  patient  going  even 
a  few  weeks  beyond  the  ordinary  time  at  which  the  menstrual 
period  should  have  recurred,  and  then  coming  on  profusely  unwell, 
should  put  us  on  our  guard  as  to  the  possibility  of  a  miscarriage. 

If  pain  of  a  colicky  nature  on  either  side  of  the  abdomen  has 
preceded  the  loss,  ectopic  or  extra-uterine  gestation  should  be 
suspected,  and  the  symptoms  carefully  inquired  into.  The  pre¬ 
sence  of  some  enlargement  behind  or  to  one  side  of  the  uterus 
would  still  further  point  to  such  a  condition  being  present.  In 
case  of  lieematocele  the  attack  occurs,  more  or  less  suddenly,  at  or 
about  a  menstrual  epoch,  producing  well  marked  symptoms  of 
shock,  fainting,  and  pelvic  discomfort.  There  is  generally  a  his¬ 
tory  of  chill,  as  from  sitting  on  damp  grass  or  getting  wet,  undue 
or  prolonged  fatigue,  or  other  likely  cause  of  that  nature.  Any 
one  of  the  causes  mentioned  being  sufficient  to  cause  excessive  loss, 
it  follows  that  a  coincidence  of  two  or  more  of  these  conditions 
will  be  still  more  likely  to  keep  it  up  ;  and  herein  lies  an  impor¬ 
tant  hint  for  treatment. 

A  patient  may  be  the  subject  of  intramural  fibroid  of  the  uterus 
for  years  without  necessarily  suffering  from  excessive  loss,  but  if 
as  not  infrequently  happens,  the  endometrium  becomes  affected 
with  villous  degeneration,  metrorrhagia  often  becomes  a  marked 
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symptom.  Where  hysterectomy  is  not  deemed  advisable,  or  the 
patient  refuses  all  idea  of  operation,  curetting-  the  uterine  cavity 
or  applying  some  strong  styptic  may  effectually  prevent  the  recur¬ 
rence  of  profuse  hemorrhage,’ and  thus  prove  of  much  service  in 
removing  the  symptom  for  which  we  were  consulted.  Again,  a 
patient  may  have  had  a  fibroid  tumour  for  years  without  any  very 
urgent  symptoms,  hut  errors  in  diet,  and  undue  stimulation  by 
alcohol,  may  induce  severe  hemorrhage.  Careful  attention  to  the 
former  and  abstention  from  the  latter,  may  make  all  the  difference 
as  to  the  loss  incurred. 

Treatment. — A  correct  diagnosis  being  the  first  and  most  im¬ 
portant  element  of  treatment,  it  follows  as  a  matter  of  course  that 
having  ascertained  the  presumed  cause  we  know  then  what  our 
plan  of  action  should  be.  Still  there  are  some  practical  hints 
which  may  he  found  to  be  of  value  to  some.  Where  the  hemor¬ 
rhage  results  from  constitutional  or  general  conditions  it  is  not 
always  wise  to  attempt  to  check  the  flow  at  once,  unless  it  is  pro¬ 
ducing  such  an  effect  upon  the  system  generally  as  to  suggest  the 
expediency  of  arresting  it  at  all  hazards.  In  certain  cases  of  heart 
disease  uterine  hemorrhage,  in  place  of  aggravating,  seems  to  relieve 
the  cardiac  symptoms,  and  should  not  therefore  be  hastily  repres¬ 
sed.  Strophanthus,  digitalis,  and  aconite  here  prove  most  useful. 
Where  the  action  of  the  liver  seems  to  be  at  fault,  attention  to 
diet,  abstention  from  alcohol,  and  the  administration  of  a  few 
grains  of  calomel  or  pil.  hydrarg.  or  euonymin,  followed  by  a  brisk 
saline  aperient,  will  probably  be  indicated.  If  albuminuria  be 
present,  or  the  kidneys  seem  to  be  at  fault,  encourage  vicarious 
action  of  skin  and  bowels  by  means  of  diaphoretics  and  purgatives, 
and  follow  out  any  other  indications  suggested.  In  cases  of 
menorrhagic  chlorosis,  bromide  of  potassium  in  half-drachm  doses 
has  proved  of  service,  iron  being  given  between  the  periods  with 
strychnine  ;  attention  being  also  given  to  ordinary  hygienic  de¬ 
tails,  avoidance  of  tight  lacing  and  physical  overwork.  It  is  well 
to  remember  that  haemophilia,  scurvy,  malaria  from  residence  in 
damp  or  marshy  districts,  lead  poisoning,  and  other  unusual  con¬ 
ditions  will  occasionally  explain  the  presence  of  metrorrhagia. 
The  mere  recognition  of  the  cause  will  be  at  once  a  suggestion  as 
to  the  proper  course  of  treatment. 

Where  uterine  hemorrhage  persists,  notwithstanding  the  em¬ 
ployment  of  constitutional  measures,  and  there  is  no  apparent 
local  cause  to  account  for  it,  we  should  without  further  delay 
dilate  the  cervix  uteri  and  explore  the  interior  of  the  uterus. 
Numerous  instances  have  been  recorded  of  patients  dying  from  un¬ 
controllable  hemorrhage,  where  a  post-mortem  examination 
revealed  the  existence  of  some  intra-uterine  growth,  such  as  a 
polypus  or  submucous  fibroid,  retained  product  of  conception,  or 
fungoid  condition  of  the  endometrium,  which  could  readily  have 
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been  removed  or  dealt  with  had  appropriate  measures  been  adopted 
in  time,  and  the  patient’s  life  thus  saved. 

The  mere  fact  of  inserting  a  sponge  tent  into  the  cervix  uteri 
arrests  the  hemorrhage  for  the  time  being,  and  facilitates  subsequent 
exploration  of  the  uterine  cavity.  As  to  any  risk  of  reflux  through 
the  Fallopian  tube,  as  sometimes  spoken  of,  it  is  a  mere  visionary 
objection,  and  need  not  deter  us  from  employing  dilatation  in  suit¬ 
able  cases.  Plugging  the  vagina  is  a  very  unscientific  procedure, 
as  well  as  being  unsatisfactory  and  inefficient.  It  should  seldom, 
if  ever,  be  resorted  to. 

It  would  clearly  be  impossible  in  these  brief  remarks  to  indicate 
in  detail  the  methods  of  local  treatment,  such  as  curetting  for 
villous  endometritis,  removing  polypi,  operating  for  cancer,  the  use 
of  electricity  in  cases  of  myoma,  the  best  method  of  dealing  with 
cases  of  incomplete  abortion,  or  replacing  an  inverted  uterus.  If 
we  have  once  clearly  made  out  the  indications  for  treatment  the 
rest  is  merely  a  matter  of  detail.  But  now  and  again  instances 
occur  where  no  assignable  cause,  either  constitutional  or  local,  can 
be  made  out,  and  where  remedies  fail  to  restrain  the  hemorrhage. 
In  such  cases  the  hot  vaginal  douche  may  prove  of  service,  or  even 
washing  out  the  uterine  cavity  with  hot  water  through  a  double 
current  catheter,  provided  the  cervix  be  patulous  enough  to  admit 
it.  Should  this  fail  it  may  be  considered  requisite  to  wash  out  the 
interior  of  the  uterus  with  a  strong  solution  of  iodine  or  iron. 
As  a  dernier  ressort,  the  insertion  of  a  sponge  tent  into  the  cervix 
uteri  may  be  effected. 

The  reliable  remedies  at  our  disposal  for  checking  or  arresting 
uterine  hemorrhage  are  really  very  few.  Ergot  is  unquestionably 
one  of  our  most  potent ;  hydrastis  Canadensis  is  a  valuable  agent, 
and  far  too  little  generally  known.  In  cases  of  myoma  it  often 
proves  of  service  when  ergot  has  failed.  Hamamelis,  which  forms 
the  basis  of  the  American  nostrum  hazeline,  is  sometimes  useful. 
Quinine  and  strychnine,  alone  or  in  combination,  often  succeed  in 
checking  or  arresting  hemorrhage  in  those  cases  where  the  sys¬ 
tem  is  much  depressed  from  repeated  or  prolonged  losses.  Bromide 
of  potassium  in  cases  of  ovarian  irritation,  and  even  in  hsematocele, 
possesses  the  power  of  checking  hemorrhage  equal,  if  not  superior, 
to  that  of  any  remedy  we  possess.  Chlorate  of  potash  in  com¬ 
bination  with  ergot  has  lately  been  strongly  recommended.  Opium 
is  beneficial  in  cases  where  the  loss  has  already  been  severe. 
Sulphuric  acid  and  opium  used  to  be,  and  still  is,  with  some  prac¬ 
titioners,  a  favourite  remedy  ;  so,  also,  acetate  of  lead  and  opium 
in  form  of  pill. 

The  ordinary  astringents,  such  as  gallic  and  sulphuric  acid,  have 
really  very  little  influence  in  restraining  hemorrhage,  and  are  far 
too  often  relied  upon.  Iron  is  often  of  much  benefit  in  those  cases 
where  the  loss  has  been  very  profuse,  as  in  myomas,  and  the 
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blood  has  become  so  attenuated  as  to  pass  readily  through  the 
capillaries.  Digitalis,  in  combination  with  iron,  proves  most 
valuable  in  cardiac  complications.  In  place,  however,  of  attempt¬ 
ing  empirically  to  deal  with  the  effect,  we  should  always  endeav¬ 
our  to  arrive  at  a  definite  opinion  as  to  the  cause  of  the  hemor¬ 
rhage,  and,  if  we  can  deal  with  this  satisfactorily,  the  treatment 
is  very  simple. — British  Medical  Journal ,  June  7,  1890,  p.  3298. 


93.— ON  HEART  DISEASE  IN  PREGNANCY  AND  LABOUR. 

By  George  Owen  Carr  Mackness,  B.A.Oxon.,  M.D., 
Broughty  Ferry,  Forfarshire. 

It  is  generally  said  that  mitral  stenosis  is  the  most  dangerous 
heart  lesion  which  can  occur  as  a  complication  of  pregnancy,  and 
that  the  other  lesions  are  dangerous  to  a  much  less  degree.  The 
explanations  of  this  are  far  from  satisfactory,  and  have  been  fully 
discussed  by  Dr.  Angus  Macdonald  in  his  work  on  Heart  Disease 
in  Pregnancy ,  etc.,  so  that  it  is  unnecessary  to  refer  to  them  further 
here.  The  purpose  of  this  paper  is  to  try  and  show  that,  the  great 
cause  of  danger  is  venous  congestion,  systemic  and  pulmonary,  and 
that,  since  this  is  produced  in  the  early  stages  of  mitral  disease, 
especially  mitral  stenosis,  therefore  this  is  the  most  dangerous 
lesion  ;  but  that,  since  it  also  appears  in  the  later  stages  of  aortic 
disease,  therefore  these  become  equally  dangerous  in  the  later 
stages,  although  they  are  less  so  when  the  disease  is  not  so  far 
advanced ;  in  other  words,  the  danger  of  heart  disease  as 
a  complication  of  pregnancy  and  labour  depends  more  upon  the 
extent  of  the  lesion  than  upon  its  nature. 

Mitral  stenosis,  by  preventing  the  ready  passage  of  the  blood 
from  the  left  auricle  into  the  ventricle,  causes  engorgement  and 
dilatation  of  the  former  ;  this  raises  the  pressure  in  the  pulmonary 
veins,  and  so  causes  oedema  and  congestion  of  the  lungs ;  the  back¬ 
ward  pressure  reacts  further  on  the  right  side  of  the  heart,  and 
causes  dilatation  of  the  auricle  and  ventricle,  so  that  the  systemic 
veins  which  open  into  the  right  auricle  become  over-distended  and 
engorged.  At  the  same  time  the  left  ventricle  receives  less  than 
its  proper  quantity  of  blood,  and  inconsequence  atrophies  to  some 
extent.  Here,  then,  the  most  important  results  are  engorgement 
and  over-distension  of  the  systemic  and  pulmonary  veins,  and  this 
condition  of  affairs  coming  on  very  early  in  the  disease,  becomes 
more  marked  as  it  progresses. 

Mitral  regurgitation  produces  the  same  sequence  of  events,  due 
in  this  case  to  the  blood  being  forced  back  on  the  lungs  by  the  in¬ 
competence  of  the  mitral  valves;  the  results,  however,  do  not 
appear  so  early  in  the  disease  as  in  the  former  case,  but  eventually 
become  equally  marked.  The  left  ventricle,  however,  tends  rather 
do  hypertrophy  than  to  atrophy. 
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Aortic  lesions,  on  the  other  hand,  produce  diminished  forward 
rather  than  increased  backward  pressure,  but  sooner  or  later  they 
come  to  produce  this  latter  effect  also  ;  here,  too,  the  left  ventricle 
hypertrophies. 

We  see,  therefore  that  all  heart  lesions  come  eventually  to  cause 
venous  engorgement,  but  that,  while  mitral  stenosis  produces  it  at 
once,  mitral  incompetence  does  not  produce  it  until  the  disease  has 
been  in  existence  for  a  rather  longer  period,  and  aortic  lesions  do 
not  produce  it  until  they  have  been  in  existence  for  a  considerable 
time,  and  have  come  to  produce  increased  backward  rather  than 
diminished  forward  pressure,  which  is  their  primary  effect. 

Pregnancy  throws  an  extra  strain  upon  the  heart ;  if,  however, 
this  organ  is  already  weakened  by  disease,  it  is  unable  to  withstand 
this  strain,  and  its  action  becomes  more  embarrassed,  hence 
all  forms  of  heart  disease  are  dangerous  ;  but  if  the  disease  is  not 
far  advanced  the  heart  may,  by  suitable  treatment,  be  brought  to 
perform  the  work  required  of  it.  In  mitral  stenosis,  however,  we 
have  seen  that  the  left  ventricle  tends  to  atrophy,  while  its  mus¬ 
cular  fibres  also  degenerate,  and  hence  this  disease  is  especially 
dangerous,  more  especially  as  it  is  now  a  well-recognised  fact  that 
in  this  lesion,  owing  probably  to  the  above  mentioned  degenera¬ 
tion,  the  heart  does  not  react  at  all  readily  to  cardiac  tonics,  such 
as  strophanthus,  digitalis,  etc.  In  mitral  incompetence  and  aortic 
diseases  there  is  already  more  or  less  hypertrophy  of  the  left 
ventricle,  according  to  the  extent  to  which  the  disease  has 
advanced,  and  hence  the  question  as  to  whether  the  heart  can 
undertake  the  extra  strain  thrown  upon  it  by  the  increased 
peripheral  resistance  depends  entirely  upon  the  extent  to  which  the 
disease  has  advanced. 

Abortion  is  very  likely  to  occur  as  a  result  probably  of  venous 
engorgement  and  consequent  defective  placental  circulation,  and 
hence  it  may  occur  in  any  of  the  heart  lesions  where  this  condition 
of  affairs  exists. 

If  labour  comes  on,  during  the  first  stage  the  heart  is  very  apt 
to  fail  owing  to  the  exhaustion  of  the  patient,  and  its  occurrence 
depends  entirely  upon  the  amount  of  reserve  energy  left  in  the 
organ,  i.e.,  on  the  extent  to  which  the  disease  has  advanced.  The 
defective  action  of  the  heart,  moreover,  tends  to  increase  the 
venous  engorgement  which  already  exists,  and  hence  pulmonary 
embarrassment  is  very  much  increased. 

During  the  second  stage  of  labour,  the  bearing-down  pains  tend 
naturally  to  cause  the  venous  engorgement  and  to  embarrass  the 
heart’s  action.  These  effects  are  normally  of  trifling  importance, 
but  when  they  already  exist  as  a  result  of  heart  disease  they  become 
a  great  element  of  danger,  and  the  heart  often  fails  from  engorge¬ 
ment  of  its  right  side  and  inability  to  drive  the  blood  through  the 
pulmonary  circulation.  Here,  then,  the  great  source  of  danger  is 
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the  venous  engorgement  which  is  superadded  to  that  normally 
produced  by  the  bearing-down  pains. 

The  great  danger  in  heart  disease  during  pregnancy  and  labour 
is  due  to  venous  engorgement,  and  since  this  engorgement  occurs 
in  all  heart  lesions,  therefore  the  danger  is  present  in  them  all. 
Mitral  stenosis,  when  slight,  produces  this  condition,  while  mitral 
incompetence  must  be  more  marked,  and  aortic  disease  even  more 
so  than  mitral  incompetence  before  it  appears  ;  in  other  words, 
while  all  the  various  heart  lesions  produce  the  condition,  its 
appearance  depends  on  the  extent  to  which  each  one  has  advanced, 
so  that  we  may  say  that  the  danger  in  heart  disease  depends 
rather  on  the  extent  of  the  lesion  than  on  its  nature. 

No  mention  has  been  made  of  certain  other  accidents  which  may 
occur  during  pregnancy  in  heart  disease,  viz.,  the  growth  of  fresh 
vegetations  or  the  supervention  of  ulcerative  endocarditis,  since 
these  may  occur  equally  in  all  the  lesions,  and  do  not  concern  the 
point  which  I  wish  to  bring  out  to-night ;  neither  have  I  considered 
those  cases  where  death  occurs  later  on  during  the  puerperium  from 
pulmonary  complications,  since  these  belong  to  an  entirely 
different  category. 

A  few  words  may  be  said  as  to  the  treatment  of  these  cases,  and 
in  the  first  place  as  to  the  use  of  cardiac  tonics.  These  should  be 
avoided  as  long  as  possible,  and  never  be  used  until  there  are 
evident  signs  of  failure  of  compensation;  before  this  appears  careful 
diet,  moderate  exercise,  and  the  use  of  iron  and  arsenic  are  all  that 
are  required.  As  soon  as  compensation  threatens  to  fail  cardiac 
tonics  act  well  as  a  rule  (except  in  certain  cases  of  mitral  stenosis, 
where  they  often  have  no  effect) ;  the  best  of  them  is,  perhaps 
strophanthus  in  small  doses  (e.g.,  It|  2§  of  the  tincture  every  four 
hours).  It  must  be  remembered,  however,  that  prolonged  use  of 
these  drugs  after  compensation  has  been  restored  tends  to  do  serious 
harm,  since  the  hypertrophy  of  the  heart  which  they  produce 
is  followed  by  degeneration  of  its  muscular  fibres.  The  dose  may 
be  increased  if  necessary,  and  then  gradually  diminished  again  until 
eventually  it  may,  perhaps,  be  discontinued  altogether  for  a  time. 
Strophanthus  is  especially  useful  where  there  is  continued  vomiting 
due  to  gastric  congestion,  and  its  own  tendency  to  produce  sick¬ 
ness  may  be  counteracted  by  giving  it  with  tr.  cardamom  co.  If 
the  venous  congestion  become  very  marked  during  pregnancy  or 
labour,  bleeding  may  in  some  cases  give  relief,  at.  any  rate  for  a 
sufficient  time  to  enable  the  labour  to  be  completed,  and  so  allow 
the  heart  to  again  regain  its  power.  Since  the  bearing-down  pains 
tend  to  increase  the  venous  engorgement,  chloroform  should  be 
given  as  soon  as  ever  they  appear,  and  the  second  stage  of  labour 
should  be  reduced  to  the  shortest  possible  time  ;  the  administration 
of  chloroform  should  he  continued  until  after  the  placenta  has  been 
delivered. — Edinburgh  Medical  Journal,  Aug.  1890 ,  p.  127. 
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94.—' THERAPEUTIC  NOTE  ON  HYDRASTIA. 

By  H.  Macnaughton  Jones,  M.D.,  M.A.O.,  F.R.C.S.E.  &  I. 

The  therapeutic  value  of  hydrastis  canadensis  has  been  abundantly 
proved  during  the  last  few  years.  In  the  last  edition  of  my  manual 
of  “  Diseases  of  Women  ”  (1888)  I  referred  to  its  use  in  various 
forms  of  uterine  hemorrhage,  reporting  favourably  of  its  action  from 
the  results  of  several  cases  in  which  I  had  employed  both  the 
tincture  and  extract  of  hydrastis  in  gynaecological  practice.  Since 
then  that  experience  has  been  fully  confirmed.  My  object  in  this 
short  note  is  rather  to  draw  attention  to  the  alkaloid  hydrastia 
which  I  have  frequently  used  for  the  past  year  in  menorrhagia  and 
metrorrhagia,  as  also  in  some  cases  of  haemoptysis  and  epistaxis. 
For  this  purpose  Messrs.  Burroughs  and  Wellcome  have  prepared 
for  me  tabloids  of  hydrastia  muriate  (gr.  £),  ergotine  (gr.  |),  cannabin 
tannate  (gr.  ±).  One  or  two  of  these  tabloids  may  be  given  three 
times  in  the  day  as  a  dose.  Both  berberine  and  hydrastia  are  found 
in  hydrastis.  The  former  is  looked  on  rather  as  a  stomachic  tonic, 
the  latter  as  a  uterine  haemostatic.  The  white  alkaloid  hydrastia 
melts  at  116°  C.,  being  soluble  in  alcohol,  ether,  and  chloroform. 
The  investigations  of  Fellner  {Lancet,  August,  1884)  into  the 
physiological  action  of  the  extract  of  hydrastis,  when  injected 
directly  into  the  veins  of  dogs,  showed  that  there  was  following  a 
momentary  rise,  a  dangerous,  if  not  fatal,  fall  in  the  blood  pressure. 
When  injected  hypodermically  a  similar  fall  occurred.  But  if 
smaller  doses  than  1*2  to  1  gramme  were  injected,  the  primary 
effect  was  a  decrease  followed  by  a  decided  elevation  of  the  blood 
pressure.  A  number  of  injections  of  small  doses  was  followed  by 
the  same  results  as  a  large  single  dose,  and  this  was  the  case  if  the 
drug  were  given  by  the  rectum  or  stomach.  Nor  did  previous  sec¬ 
tion  of  the  splanchnic  nerves  or  compression  of  the  abdominal  aorta, 
or  section  of  the  cervical  portion  of  the  spinal  cord  arrest  the 
lowering  of  the  blood  pressure.  Inspection  of  the  intestinal  vessels 
during  this  period  of  lowered  blood  pressure,  showed  them  to  be 
injected,  but  this  condition  was  followed  by  an  exsanguineous  one, 
when  the  pressure  was  again  raised.  The  pulse  is  slowed  during 
the  first  stage  of  its  action.  But  this  slowing  of  the  pulse  does  not 
occur  when  the  pneumogastric  nerves  are  divided.  But  if  large 
doses  of  this  drug  were  injected,  and  the  action  of  this  drug  parsed 
on  to  the  second  stage,  previous  division  of  the  vagi  had  no  effect 
on  the  pulse. 

Strychnia  in  some  extent  counteracted  the  effects  of  hydrastis 
on  the  blood  pressure.  All  injections  caused  uterine  contraction, 
in  the  first  instance  of  the  body  and  cornua,  later  on  rather  of  the 
cornua,  these  contractions  being  synchronous  with  the  vascular 
contractions.  Falk  (“  Therap.  Monat.”)  believes  that  hydrastia  in 
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large  doses  has  a  decidedly  tetanic  action,  and  paralyses  the  heart. - 
All  these  investigations  tend  to  prove  that  hydrastis  powerfully 
affects  the  yaso-motor  system,  and  causes  excitation  of  the  cerebral 
centres.  The  ultimate  result  Falk  believes  to  be  vascular  expansion 
and  increase  of  blood  pressure.  The  clinical  indications  for  the 
employment  of  hydrastis  are  to  be  found  especially  in  those  various 
atonic  vascular  states  of  the  uterus  occurring  at  any  period  of  active 
menstrual  life,  some  of  which  are  attended  by  excessive  loss  of 
blood,  either  of  menorrhagic  or  metrorrhagic  type.  Also,  in  those 
cases  of  congestive  dysmenorrhoea,  in  which  we  find  frequently  the 
severest  degree  of  menstrual  pain  though  the  loss  of  blood  is  exces¬ 
sive.  My  experience  quite  confirms  that  of  Dr.  Goth  ( Lancet , 
February,  1887)  that  it  is,  especially  in  the  hemorrhages  of  the 
menopause,  provided  there  be  no  organic  changes  in  the  uterine 
tissues  or  intra-uterine  growths  present,  that  the  value  of  hydrastis 
is  best  seen.  I  speak  more  especially  of  its  internal  use.  Certainly, 
I  combine  with  the  hydrastis  such  remedies  as  ergot,  or  ergo  tine, 
sclerotic  acid,  cannabin,  digitalis.  And  it  wras  with  a  view  to  the 
administration  of  these  drugs  in  a  convenient  form  that  I  had  the 
tabloids  I  have  referred  to  prepared.  Rydrastia  and  sclerotic  acid 
will  be  found  most  useful  in  haemoptysis  and  in  epistaxis  (in  the 
latter  the  extract  may  be  used  with  glycerine  and  tincture  of 
matico  most  efficaciously  as  a  local  styptic  or  on  a  tampon)  or  in 
vicarious  hemorrhages  of  women .  In  chronic  hyperplastic  conditions* 
in  the  earlier  stages  of  uterine  subinvolution,  in  the  “  secondary 
hemorrhages  ”  (McClintock)  that  follow  abortion,  miscarriage,  or 
labour,  hydrastis,  in  combination  with  other  astringents,  will  be 
found  valuable,  both  administered  internally  and  applied  locally. 

I  have  many  times  tried  both  the  tincture,  extract  and  alkaloid  in 
various  forms  of  myomata.  The  results  have  been  generally 
disappointing.  There  has  been  some  modification  and  partial  con¬ 
trol  of  the  bleeding  occasionally,  but  no  permanent  or  marked 
relief.  Still,  its  addition  to  prescriptions  containing  ergot,  when 
the  latter  is  employed  for  these  growths  would  seem  justifiable, 
and  may  add  to  their  efficacy.  I  have  this  winter  attended  a  lady 
in  consultation  with  Dr.  Threadgale,  of  Kilburn,  in  which  a  huge 
hsematocele  has  been  completely  absorbed,  the  upper  limit  of  which 
at  one  time  reached  nearly  to  the  umbilicus.  The  treatment  con¬ 
sisted  mainly  in  the  application  of  Lister’s  iced  abdominal  irrigator 
to  the  abdomen,  hot  antiseptic,  syphon  douches  (hydrarg.  perch- 
loride)  per  vaginam,  and  the  internal  administration  of  hydrastia 
with  ergotine  and  lupulin.  For  some  time  abdominal  section  was 
thought  of  or  puncture,  but  as  the  patient  seemed  to  progress 
favourably  under  the  treatment  there  was  no  interference,  and  the 
result  has  been  a  complete  recovery.  In  those  cases  of  atonic 
dyspepsia  and  general  debility,  so  commonly  met  with  in  women 
who  have  suffered  from  menorrhagia  from  any  cause,  especially 
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those  who  have  lived  iu  the  tropics,  the  tincture  of  hydrastis  will 
be  found  a  valuable  adjunct  to  other  remedies,  particularly  if  there 
be  cardiac  weakness  accompanying  the  dyspeptic  state,  or  loss  of 
appetite.  In  such  cases,  in  union  with  the  vascular  tonics,  digitalis, 
convallaria,  strophanthus,  the  tincture  of  hydrastis,  if  there  be,  as 
there  often  is,  deficiency  of  the  first  sound  of  the  heart,  is  a 
valuable  combination.  In  my  earliest  contribution  to  periodical 
medical  literature  ( Dublin  Quarterly  Journal  of  Medical  Sciencer 
1866),  I  urged  the  therapeutic  value  of  digitalis  in  uterine 
hemorrhage  as  indicated  by  its  physiological  action.  It  is 
especially  in  such  cases  as  those  just  alluded  to,  in  which  we  find 
ventricular  incompetence  that  this  drug  acts  well  in  combination 
with  hydrastis  when  the  system  is  generally  enfeebled  by  repeated, 
erratic,  and  excessive  loss  of  blood.  The  value  of  strophanthus  in 
dysmenorrhoea  has  been  pointed  out  by  different  gynaecological 
authorities.  And  its  use  in  cardiac  incompetence  is  established. 
The  uterine  hemorrhage  which  is  associated  with  aortic  disease  is 
most  troublesome  to  treat.  Here,  strophanthus  is  specially  indicated 
(vide  “  Nouveaux  Remedes,”  May  24, 1890,  and  Brit.  Med.  Journal , 
June  14,  “Dr.  Bncquoy’s  paper”).  It  has  all  the  advantage,  as 
compared  with  digitalis,  that  we  are  not  so  certain  of  its  action 
in  causing  contraction  of  the  arterioles,  and  its  effects  are  not  of  so 
permanent  a  nature.  But  in  those  cases  of  menorrhagia  and 
metrorrhagia  associated  with  cardiac,  functional  or  organic  lesions, 
occasionally  attended  by  dysmenorrhoea,  the  administration  of 
hydrastis  and  strophanthus  will  be  found  of  great  service,  and 
there  is  no  objection  to  the  triple  union  formed  by  the  addition  of 
ergot.  Strophanthus  in  such  cases  may  have  this  advantage  over 
digitalis  that  it  is  better  tolerated  when  administered  for  any  length 
of  time.  Hydrastis  is  a  valuable  adjunct  to  the  uterine  tonics 
aletris  farinosa  and  “  celerina.”  And  I  have  frequently  given  these 
drugs  together  with  great  benefit.  The  same  may  be  said  of  the 
■  combination  known  as  “  aletris  cordial.”  In  passing,  I  may  bear 
testimony  to  the  great  benefit  I  have  frequently  seen  follow  the  use 
of  both  these  remedies  in  uterine  affections — the  combination 
“  celerina  ”  (celery,  coca,  kola,  viburnum,  grs.  v-  3  j)  being  a 
capital  tonic  for  women  who  have  suffered  from  uterine  losses. 
The  local  use  of  hydrastis  in  uterine  affections  is  as  important  as 
its  internal  administration.  The  fluid  extract  is  the  preparation 
most  suitable  for  topical  application.  It  has  been,  for  several  years, 
a  dressing  in  frequent  use  with  me,  in  common  with  other  applica¬ 
tions,  or  added  to  these,  in  cases  of  chronic  endometritis,  in  cervical 
(bleeding)  erosions,  and  after  scarification  of  the  cervix  for  conges¬ 
tive  states  of  the  uterine  cervix,  I  usually  combine  it  with  either 
carbolic  acid  or  iodine,  or  both,  adding  equal  parts  of  glycerine. 

As  a  cervical  dressing  it  will  be  found  of  service  applied  on  the 
vaginal  tampon,  either  alone  or  with  one  the  above-named  addi- 
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tions.  The  tampon,  first  soaked  in  glycerine  and  shaped,  has  a  little 
hydrastis  extract  or  the  compound  preparation  poured  on  the  surface, 
to  he  applied  at  night  hy  the  patient.  This  she  can  readily  do 
herself.  By  the  way,  patients  should  he  taught  how  to  properly 
apply  tampons.  In  many  instances  it  is  left  to  the  imagination  of 
a  patient  how  she  is  to  place  a  tampon  so  as  to  reach  the  uterus, 
and  the  result  is  that  the  tampon  might  as  well  he  left  on  the  toilet 
table.  In  many  cases  where  the  use  of  the  hot  douche  (110°  to 
115°)  is  called  for,  the  liquid  extract  of  hydrastis  (  3  ij  to  3  iij) 
may  with  benefit  he  added  to  the  water  contained  in  the  quart 
can.  These  local  uses  of  hydrastis  or  its  alkaloid  are  most  necessary 
additions  to  the  internal  administration  of  the  drug. — Medical  Press 
and  Circular ,  June  25,  1890,  p.  654. 

[The  tabloids  of  hydrastia  comp.,  the  valoid  fluid  extract  of 
hydrastis,  and  the  vaginal  tampons  may  he  obtained  from 
Burroughs,  Wellcome  and  Co.,  Snow  Hill  Buildings,  London.] 


95. — ON  VENTRO  FIXATION  OF  THE  UTERUS  IN  UTERINE 

DISPLACEMENTS. 

Spaeth  {Deutsche  med.  Wochenschrift ,  1889,  No.  57)  reports  fifteen 
cases  in  which  this  operation  was  performed  hy  Prochownik,  after 
palliative  treatment  had  been  long  tried  without  results.  Most  of 
the  various  methods  were  employed.  In  all  hut  one  case  the  fundus 
uteri  was  found  to  he  adherent  to  the  anterior  abdominal  wall  at 
the  end  of  four  weeks.  Several  of  the  patients  had  been  under 
observation  for  months  or  years,  and  the  result  had  been  quite 
satisfactory.  The  adnexa  were  removed  in  all  but  five  cases.  Con¬ 
ception  did  not  occur  in  a  single  instance. 

Praeger  {Centralblatt  fur  Gynakologie ,  April  19,1890)  reports 
four  cases,  one  of  which  terminated  fatally.  Instead  of  using  a  . 
pessary  to  support  the  uterus,  after  suspending  the  organ  according 
to  Sanger’s  method,  he  introduces  an  additional  catgut  suture 
through  the  fundus  in  order  to  relieve  the  traction  on  the  other  su¬ 
tures  while  the  patient  lies  upon  her  back.  He  believes  with  Dem- 
bowski  that  Leopold’s  method  of  freshening  a  surface  on  the 
anterior  aspect  of  the  fundus  and  bringing  it  in  contact  with  the 
parietal  peritoneum  does  not  insure  the  formation  of  a  firm 
adhesion;  touching  the  peritoneum  with  the  thermo-cautery 
would  be  a  more  efficient  means.  Catgut  should  not  be  used 
as  a  fixation-suture,  as  Czerny  and  Veit  have  advised.  But 
no  single  method  is  applicable  to  every  case,  since  it  is  some¬ 
times  impossible  to  draw  to  draw  the  uterus  up  sufficiently  to  prac¬ 
tise  ventro-fixation ;  the  organ  must  then  be  suspended,  as  Kelly 
has  advised. — American  Journal ,  July ,  p.  100. 
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The  Regulating  Inhaler,  or  Krohne  and  Sesemann’s 
Modification  of  Junker’s  Inhaler,  for  the  Safe  and  Economical 
Administration  of  Chloroform  or  Methylene. — Junker’s  well-known 
Inhaler  has  recently  undergone  several  substantial  improvements  at 
the  hands  of  Messrs.  Krohne  and  Sesemann.  The  chief  objects  aimed 
at  and  attained  by  their  improvements  are  : — (1)  Economy  of  the 
Anaesthetic  fluid  (Chloroform  or  Methylene)  ;  (2)  Safety  of  Adminis¬ 
tration  ;  and  (3)  Complete  Control  of  the  Ansesthethic  by  the 
administrator.  The  mechanical  contrivances  by  which  these  objects 
are  secured  speak  for  themselves.  We  cordially  recommend  the 
Inhaler  to  those  who  use  Chloroform  or  Methylene  for  anaesthetic 
purposes. 


Improved  Chloroform  Drop  Bottle  ( suggested  by  Dr.  Rodman,  of 
East  Sheen). — Messrs.  Down  Bros.,  of  5  and  7,  St.  Thomas’s  Street, 
London,  S.E. ,  have  submitted  to  us  an  important  form  of  Chloroform 
Drop  Bottle,  with  case  containing  Nitrite  of  Amyl  Capsules,  having 
the  following  advantages  over  those  at  present  in  common  use. 

1st — The  distributor  is  made  of  metal,  and 
so  not  likely  to  become  broken,  as  is  the 
ground  glass  cap  now  in  use.  2nd — The 
distributor  is  of  such  a  kind  as  to  be  com¬ 
plete  and  inseparable  (except  for  purpose 
of  refilling  with  chloroform)  from  the 
bottle,  thus  obviating  the  possibility 
of  its  being  mislaid  during  the  time 
of  using ;  and  also  of  accidental  dis¬ 
placement  during  carriage,  with  its  con¬ 
sequent  waste  of  the  aneesthetic.  3rd — 
The  case  contains  in  addition  to  the 
drop  bottle  marked  with  minim  gradua¬ 
tion,  a  supply  of  Nitrite  of  Amyl  Capsules 
in  a  separate  compartment,  ready  for  use 
in  cases  of  emergency  during  the  inhala¬ 
tion  of  the  ansesthetic.  These  being  contained  in  the  Boxwood  case 
protecting  the  bottle,  would  always  be  at  hand  at  the  time  of  need. 
As  it  is  now  it  too  often  happens  that  when  most  needed  a  Nitrite  of 
Amyl  Capsule  is  not  forthcoming. 
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Rowntree’s  Elect  Cocoa.  —Messrs.  Rowntree  have  sent  us 
samples  of  their  Elect  Extract  of  Cocoa,  which  we  have  tasted  with 
great  pleasure.  We  have  previously  expressed  our  high  opinion  of 
Messrs.  Rowntree’s  preparation  of  this  popular  food,  and  can  still 
say  that  it  is  all  that  is  claimed  for  it,  in  purity,  strength,  and 
flavour.  It  is  one  of  the  best  Cocoas  we  have  met  with. 

Caffyn’s  Liquor  Carnis. — Of  all  the  forms  of  prepared  nitro¬ 
genous  food  before  the  profession,  Caffyn’s  Liquor  Carnis  (Meat 
Juice),  both  by  its  method  of  manufacture  and  its  proximate  com¬ 
position,  appears  to  us  most  nearly  to  realise  the  ideal  substitute  for 
the  natural  proteid  food  stuffs.  We  have  tried  it  extensively  in 
acute  conditions,  such  as  typhoid  fever,  and  also  in  the  chronic 
wasting  diseases,  such  as  phthisis  pulmonalis,  where  the  digestive  and 
assimilative  powers  are  reduced  to  a  minimum,  and  have  nothing 
but  good  to  say  of  it.  We  can  most  cordially  recommend  it  as  a 
safe,  efficient,  and  very  valuable  addition  to  our  dietary  for  acute 
and  chronic  diseases. 

Cadbury’s  Cocoa  Essence. — The  great  popularity  of  this  Cocoa  is 
as  genuine  as  it  is  deserved,  not  only  with  the  general  public  but  with 
the  profession.  Their  Cocoa  Essence  is  one  of  the  most  admirable 
preparations  of  this  valuable  nutrient ;  its  freedom  from  all  starchy 
and  oily  matters  make  it  an  unusually  valuable  and  reliable  form  of 
food  in  all  varieties  of  atonic  dyspepsia,  while  it  provides  us  with  a 
powerful  restorative  beverage,  devoid  of  all  deleterious  qualities.  Its 
absolute  purity  and  freedom  from  alkali,  of  which  we  have  satisfied 
ourselves,  enable  the  physician  to  prescribe  it  without  hesitation,  and 
with  a  certainty  of  obtaining  uniform  and  gratifying  results.  We 
regard  it  as  an  invaluable  addition  to  our  dietetic  resources.  Of 
Messrs.  Cadbury’s  Mexican  Chocolate  and  Cocoa  Butter  we  are  also 
able  to  speak  in  high  terms.  They  are  excellent  in  quality  and 
elegant  in  manufacture,  and  cannot  fail  to  continue  popular. 
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BY  ROYAL  LETTER9  PATENT 

o 


MEAT  JUICE 


“It  is  extremely  rich 
in  Nitrogen,  and  the  ash 
contains  phosphates  in 
considerable  quantity. 
So  well  are  the  soluble 
albuminoids  of  the  meat 
preserved,  that  the  fluid 
when  heated  turns  into  a 
semi-solid  jelly.  It  is  a 
really  valuable  nutrient. 
The  Lancet. 


‘•Rich  in  Albuminoids, 
and  possessing  the  power 
of  almost  immediate  ab¬ 
sorption,  it  has  the 
distinct  merit  of  being  a 
highly  nutritious,  flesh, 
bone,  and  tissue  forming 
food,  that  practically  re¬ 
quires  no  digestion,  it  is, 
in  short, the  desideratum 
of  the  age.  ” 


CAFFYN’S 

LIQUOR 

CARNIS. 


A  most  nourishing  Fluid,  con¬ 
sisting  of  the  uncooked  Juice  of 
Meat  or  muscle-plasma,  perma¬ 
nently  preserved, ...  a  valuable  Food 
and  Tonic  for  Infants  and  Invalids.” 

British  Medical  Journal. 


Professor  Wanklyn  says : 

“  Caffyn’s  Liquor  Carnis 
contains  the  natural  Albumi¬ 
noids  of  Meat  unchanged, 
which  (unlike  Egg  Albu¬ 
men)  are  capable  of  rapid 
assimilation  and  are  prac¬ 
tically  ready  to  form  part 
of  the  body  structure 
immediately  they  are  ab¬ 
sorbed  into  the  Vascular 
system.” 

J.  ALFRED  WANKLYN, 

M.R.C.S.Lond.,  and  Professor  of 
Chemistry;  Corresponding  Mem¬ 
ber  of  the  Royal  Bavarian  Academy 
of  Sciences,  etc.,  etc. 

THE 

LIQUOR  CARNIS  CO., 

LIMITED, 

50,  Holborn  Viaduct, 

LONDON,  E.C. 
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By  GREVILLE  MacDONALD,  M.D.,  Lond., 

Physician  to  the  Throat  Hospital,  Golden  -Square,  W. 


In  One  Volume,  Post  Octavo,  with  Chromo-lithographs  and  Sixty  Illustrations,  &c.  Price  10/6. 

Dedicated  to  Sir  Joseph  Lister,  Bart.,  F.R.S. 

A  NEW 

TREATISE  ON  DISEASES  OF  THE  NOSE, 

Contents  Nasal  Respiration. — Acute  Rhinitis. — Chronic  Rhinitis. — On 
the  Pathology  of  Chronic  Inflammation  as  witnessed  in  the  Muco-periosteum  of 
the  Nose. — Chronic  Rhinitis  as  affecting  the  Ethmoid  Bone. — Mucous  Polypus. 
— Rhinitis  Sicca. — Affections  of  the  Septum. — The  Nasal  Neuroses. — Post¬ 
nasal  Growths. — Tumours  of  the  Nasal  Pharynx. — Dyscrasise,  & c.,  affecting 
the  Nose. — &c. 

“  The  volume,  which  will  be  found  to  bear  evidence  of  the  author’s  individual  experience, 
is  full  of  valuable  and  reliable  practical  information  ;  and  this  may  be  read  with  proiit,  not 
only  by  the  general  practitioner,  but  by  specialists  in  laryngeal  and  nasal  surgery.” — Glasgow 

Medical  Journal.  - 

In  One  Volume,  Demy  8vo,  with  Two  Plates,  price  5s. 

KASAI  OBSTRUCTIOH  IN  RELATION  TO  THROAT  AND  EAR  DISEASE. 

'‘Where  many  specialists  have,  in  their  writings,  made  confusion  worse  confounded, 

Dr.  MacDonald  has  attempted,  and  we  think  with  success,  to  make  matters  plain . Dealing 

with  a  matter  with  which  the  general  practitioner  is  but  little  acquainted,  Dr.  MacDonald  has 
supplied  materials  for  accurate  diagnosis  and  prompt  and  effectual  treatment,  and  in  such  a 
way  as  to  be  within  the  grasp  of  those  who  have  no  special  training  in  the  kind  of  work 
treated  of  in  the  book.” — Lancet.  - 

London :  A.  P.  WATT,  2,  PATERNOSTER  SQUARE,  E.C. 


NOTICES  OP  BRAITHWAITE’S  RETROSPECT. 

“  Braithwaite’s  Retrospect  is  a  work  which  commands  our  sincerest  admira¬ 
tion.  In  spite  of  younger  rivals,  it  still  holds  its  own  as  t he  hook  for  the  busy 
practitioner.  The  cream  of  the  best  papers  of  some  of  the  best  journals  in 
the  world  is  served  up  in  a  way  that  ought  to  tempt  the  most  jaded  palate.  As 
journals  increase,  and  medical  men  become  more  and  more  afflicted  with  the 
cacoethes  s cribendi,  it  is  a  relief  to  know  that  judicious  selections  from  them  are 
made  in  the  manner  shown  in  these  pages,  evidently  the  result  of  a  long  famili¬ 
arity  with  the  collating  process.  Those  of  us  who  read  our  Braithwaites 
faithfully  need  not  be  afraid  of  falling  very  far  behind  in  our  knowledge  of 
general  practice.” — Edinburgh  Medical  Journal ,  Feb.  1889. 


“  These  books  were  very  dear  to  me  as  they  stood  upon  my  shelves.  A  twig 
from  some  one  of  my  nerves  (as  I  remember  saying  long  ago)  ran  to  everyone 
of  them.  From  the  time  when  I  first  opened  Bell’s  ‘  Anatomy  '  to  that  in  which 
I  closed  my  Sharpey  and  Quain,  and  my  ‘Braithwaite’s  Retrospect,’  they  marked 
the  progress  of  my  studies,  and  stood  before  me  as  the  stepping-stones  of  my 
professional  life,”— Dr.  Oliver  Wendell  Holmes,  Lancet,  March  2nd,  1889. 


“  We  have  had  for  many  years  remarkably  good  abstracts  of  the  Medical 
Sciences  ;  witness  Ranking  and  Radcliffe’s,  which  held  so  excellent  a  place ;  and 
Braithwaite’s,  which  has  become  a  medical  household  word.” — Dr.  B.  W. 
Richardson,  F.R.S. ,  in  The  Asclepiad. 


“  With  this  book  in  his  hand,  no  man  need  be  ignorant  of  the  improvements 
of  the  day.  We  scarcely  know  how  to  select  amongst  the  numerous  articles  of 
interest,  the  most  interesting.”— Lancet. 


“  Braithwaite’s  Retrospect  quite  maintains  its  excellence,  and  there  is  good 
reason  to  hope  that  the  work  may  long  continue  to  be  the  able  and  invaluable 
guide  to  the  past  that  it  has  become.  Not  a  few  persons  would  be  almost  at  a 
total  loss  how  to  proceed  without  the  help  the  Retrospect  renders.”— Medical 
'  Press  and  Circular. 
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“MOUNTAIN  ZINFANDEL" 

A  CHOICE  CALIFORNIAN  RUBY  WINE. 

Partaking  of  the  best  properties  of  Claret  and  Burgundy 


OUNTAIN  ZINFANDEL”  is  a  wine  made  from  the  Zinfandel 
grape  grown  on  the  mountain  slopes  of  the  almost  virgin  soil  of 
California,  where  all  the  conditions  needful  to  the  growth  of  wine 
grapes  of  the  finest  quality  exist  in  their  perfection.  This  wine  is  a  really 
choice,  pure,  full-bodied  wine  of  nourishing  qualities,  light  and  fruity  in 
character,  and  fragrant  in  bouquet.  It  partakes  of  the  best  properties  of  Claret 
and  Burgundy,  but  it  is  neither  acid  nor  heating  as  they  are  liable  to  be.  It 
is  widely  recommended  by  members  of  the  Medical  Profession  who  are 
acquainted  with  its  merits,  as  a  wine  excelling  most  others  in  the  marked 
manner  in  which  it  revives  and  restores  exhausted  nervous  energy. 

PRICE  PER  DOZ.  BOTTLES,  22/- 


VT  CHAMPAGNES. 


True  and  Veritable  Champagne  Wines  grown  and  made  in  the  Champagne 
■district  of  France. 

We  say  unhesitatingly,  that  we  believe  the  wines  of 

A.  PERN  AY  &  CO.,  Reims, 


to  be  better  price  for  price  than  any  other  Sparkling  “  Champagne”  Wines  in 

the  country.  Dry  Sillery  38/.  j  d  bottles. 

Cuvee  de  Reserve  50/-  |  r 
Half-Bottles  4/-  extra  per  case  of  24. 


The  above  Wines  are  imported  primarily  to  be  of  service  to  the  Medical  Profession,  to 
enable  them  to  rest  satisfied  in  their  minds  that  when  Champagne  Wine  is  ordered  by  them 
as  an  adjunct  to  their  medical  treatment,  the  true  and  veritable  wine  of  the  Champagne  of 
France,  can  and  will  be  supplied  at  prices  from  10s.  to  £i  per  dozen  less  than  the  normal 
charge  for  similar  wines  of  better  known  brands. 


SCOTCH  WHISKY. 

FIRST  QUALITY— Very  Rare  Old  Liqueur  Highland  Malt 

Whisky — About  10  years  in  bond...  ...  ...  52/- per  doz. 

One  of  the  very  finest  Scotch  Whiskies  to  be  had. 

SECOND  QUALITY— A  similar  Whisky,  but  between  5 

and  6  years  old  ...  ...  ...  ...  42/-  per  doz. 

Samples  upon  application —  Whisky  from  Glasgow. 

THE  USUAL  DISCOUNT  TO  THE  MEDICAL  PROFESSION. 

c.  W.  PEARCE  «§s  CO., 

98,  MARK  LASSIE,  AND  208,  WEST  GEORGE  ST. 
LONDON,  E  C.  GLASGOW- 
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COLEMAN’S 

“WINCARNIS” 

OR 

LIEBIG’S  EXTRACT  OF  MEAT  AND 
MALT  WINE. 

Wincarnis  is  a  New  Name  Registered  to  prevent  fraudulent  Imitations. 


Is  a  delicious  Beverage  and  Tonic  made  from  Port  Wine, 
Liebig’s  Extract  of  Meat,  and  Extract  of  Malt  ;  Nutritious, 
Strengthening.  Stimulating,  Flesh-forming,  and  Health-restoring; 
suitable  for  the  Robust  in  Health  as  well  as  the  Invalid. 

Strongly  Recommended  by  the  Medical  Faculty. 

EXTRACT  FROM  IMPORTANT  UNSOLICITED  TESTIMONIAL 

FROM 

G.  HOTHER,  ESQ.,  M.R.C.S.,  L.S.A.L., 

OVER  TWO  THOUSAND  have  been  received  from  Medical  Men. 

7,  St.  John’s  Terrace,  Lewes,  October  7th,  1890. 
To  Messrs.  Coleman  &  Co. ,  Limited, 

I  have  been  attending  a  child  two-and-a-half  years  old,  suffering  from 
Blood  Poisoning,  the  child  was  very  ill  and  refused  all  kinds  of  nourishment. 
I  then  tried  your  Liebig’s,  Extract  of  Meat  and  Malt  Wine  Alcoholic,  ordered 
him  one  table  spoonful  every  two  hours,  which  he  took  readily  ;  he  had 
nothing  else  except  medicine  for  fourteen  days — the  child  is  now  recovering 
and  takes  ordinary  food.  Vours  truly,  GEO.  HOTHER,  Surgeon. 

I  have  another  case  of  great  debility  in  a  child  after  measles,  in  which  I 
recommended  your  Liebig’s  Extract  and  Wine,  and  found  it  of  great  service. 

Sold  by  all  Druggists,  Wine  Merchants,  and  Patent  Medicine  Vendors  in  the 
United  Kingdom,  in  Bottles  2s.  9d.  and  4s.  6d.  each. 

ASK  FOR  COLEMAN'S  LIEBIG’S  EXTRACT  OF  MEAT  AND 

MALT  WINE  OR  WINCARNIS,  AND  SEE  THAT  Y0U[  GET  IT. 

If  there  is  any  difficulty  in  getting  the  Wine,  write  direct  to  the  manufacturers,  who  will  forward 
Sample  Pint  Bottle  free  by  Post  on  receipt  of  33  stamps. 

„  Doz.  „  Rail  ,,  30s. 

Sole  Manufacturers:  COLEMAN  &  CO.,  LIMITED, 

ST.  GEORGE’S  AND  BANK  PLAIN,  NORWICH,  and 

3,  NEW  LONDON  STREET,  LONDON,  E.C* 

Sole  Proprietors  of  “  Ozmazonp  the  New  Beef  Tea,  and  also  Coleman's  Crown  Imperial 
Invalid  6  tout ,  which  is  strongly  recommended  by  the  medical faculty. 


Exact  Size  and  shape 
of  Bottle . 
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FOR  DISEASES  OF  THE  STOMACH 


INDIGESTION, 

LACTOPEPTINE 


It  is  conclusively  ascertained  that 
LACTOPEPTINE  will  bring  about  the 
Digestion  of  food  in  a  manner  perfectly 
identical  with  that  obtained  under  the 
influence  of  the  natural  gasts  ic  juice. 


o^OPEP/v 


Lactopeptine  contains  the 
ftte  active  agents  of  diges¬ 
tion,  combined  in  the  same 
proportion  a3  they  exist  in  the 
human  stomach,  and  will  di¬ 
gest  food  in  a  maDner  identi¬ 
cal  to  that  obtained  under 
the  iniluence  of  the  natural 
gastric  juice. 

Lactoveptine  will  he  found 
far  superior  to  all  other  reme¬ 
dies  in  Indigestion,  Dyspep¬ 
sia.  end  kindred  diseases. 

Also,  particularly  indicated 
in  Anemia,  General  Debility, 
Chronic  Diarrhoea,  Constipa 
tion,  Headache,  Vomiting 
and  Nausea  in  Pregnancy, 
and  impoverished  condition 
Of  the  blood. 

PRICE,  4/6. 

PREPARED  SOLELY  BY 

JOHN  M.  RICHARDS. 

I-folbora  VS&cIucf, 
(Late  Gt.  Russeix  St.) 

London,  e.c. 


THE  extended  use  and  adoption  of 

LACTOPEPTINE  by  the  MEDICAL 
PROFESSION  affords  indisputable  evi¬ 
dence  that  its  therapeutic  value  has 
been  thoroughly  established  in  cases  of 

Indigestion,  Dyspepsia,  Loss  of  Appetite 

Impoverished  Blood,  General  Debility, 

Intestinal  and  Wasting  Diseases  of 
Children,  Chronic  Diarrhoea,  Con- 
stipation,  Vomiting  in  F^regnancy, 
Headache,  Nausea,  and  all  diseases 

Twnamwiyn—  nju'iw—m—  ww  ■  im  — B 

arising  from  imperfect  Nutrition.  • 

From  ‘  Retrospect  of  Practical  Medicine  and 
Surgery,”  July  1877. 

“  A  glance  at  the  formula  of  LACTOPEPTINE 
would  convince  even  the  most  sceptical  of  the  valu¬ 
able  results  that  must  ensue  through  its  adminis¬ 
tration.  It  is  a  combination  of  all  the  digestive 
agents,  consequently  can  never  be  administered 
without  giving  the  utmost  satisfaction.” 


The  chief  feature  of  LACTOPEPTINE 
(and  the  one  which,  must  gain  it  a  pre¬ 
ference  over  all  digestive  preparations)  is 
that  it  precisely  represents  in  composition 
the  natural  digestive  juices  of  the  stomach , 
pancreas,  and  salivary  glands,  and  will 
therefore  readily  dissolve  all  foods  nec¬ 
essary  to  the  recuperation  of  the  human 
organism. 

Dose.— ONE-THIRD  that  of  cheap 
substitutes,  and  giving  results  not  within 
the  compass  of  any  other  agent. 

PRICE  OF  LACTOPEPTINE:  4/6  PER  OZ. 

Laetopeptine  is  prepared  solely  by 

JOHN  M.  RICHARDS, 

46,  Holborn  Viaduct.,  LONDON,  E.C, 

NOTE.—  Pamphlet  and  Sample  of  Laetopeptine  sent  to  the  Medical 

Profession  on  request. 
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Advertisements' — Brailhwaite's  Retrosp.ert. 


FEEDING 

THE  SICK. 

Edge's  “  LION  ”  Essence  of  Reef. 

1  111  I  'll  "l"r"  '■■■  11  "  "  Mill.  !■  ■  III  IWI  III  III ■  y  ^ 

NO  METALLIC  CONTAMINATION 
IN  GLASS  JARS. 

ELEGANT  IN  APPEARANCE. 

DELICIOUS  IN  FLAVOUR. 

v 

STIMULATING  TO  THE  APPETITE. 
DIRECT  STIMULANT  AND  FOOD. 

THE  PROFESSION  UNANIMOUS. 

■ — — -  ■ 

COMMENDED  BY  ALL  MEDICAL  JOURNALS. 

In  Glass  Jars,  at  3s.  6d.  Jj 

_ ' _ /  _ _ 

EDGE  BROTHERS, 

9b,  Farringdon  Road,  London,  E.O. 

Manufacturers  of  “  LION”  Food  Delicacies ; 

•UPllF*  Samples  Free  to  the  Profession, 


A  dver  tisements—Braithwaitd s  Retrospect . 
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